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the Brown Sphygmomanometer te a new, idea ‘In 
for the determination of the Systolic and ‘Diastolic: Blood Pressures. - 
It contains. the only all glass Manometer tube out of which mercury) 
cannot. be shaken... The. Mercury doesnot come in contact ‘with any’ 
rubber or metal. substance or with anything save glass-_.Very light 
and compact, size 13 x 334 up 
always ready-to use. Price $13.50, 
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Rout Out the Foci of Infection ! 


It is the Method of Treating the 
Systemic Diseases and the Most 
Interesting Subject in Medicine Today. 


In the Treatment of Disease it is a Law 
of Good Medical Practice to Remove 
the Cause if Possible. 


In treating many of the Systemic Diseases, 
such as Arthritis, Nephritis, Endocarditis, 
‘Pericarditis, Chorea, Pleuritis, Tuberculosis, 
Neuritis, etc., do you consider the possibility 
of infectious origin ? 


N spite of evidence which proves that the removal of 
I chronic foci of infection anywhere within the body is im- 
perative in the treatment of many systemic diseases and 
in the prevention of progressive ill-health, many general prac- 
titioners are slow in availing themselves of this valuable 
method. Strike at the heart of the trouble and rout out 'the 


foci of infection. 


A few of the mevenly snterconnng It has now been shown conclusively by investigators of note 
photograghs of bits of infected tissue that focal infection is the etiological factor in endocarditis, 

myositis, myocarditis, various septicemias, tuberculosis, neph- 
(muscle, om sule joints, ly a h ritis, some types of thyroiditis (goitre), pancreatitis (with or 
nodes, erythematous nodes, fibrous _ without glycosuria), peptic, gastric and duodenal ulcers, chole- 


cystitis, and some cases of appendicitis. 
Dr. Billings, in his new book, \“Focal Infection,” shows you 


nodes of tendons, etc.) of exudates 


and of blood which s Seas produced the causes, the character and the diagnosis of focal infection, | 
during the focal infection investiga- the mode of systemic infection from the focus, the systemic : 
: . a infections which are etiologically related to focal infection, 

sabe and have been included in Dr. the chronic diseases related to focal infection, their prevention . 
Billings’ book. and treatment, serum and vaccine therapy. 


BILLINGS’ FOCAL INFECTION 


Written by Dr. Frank Billings of Chicago, Dean of the Faculty and _~ 
Professor and Head of the Department of Medicine in Rush Medical ’D, Appleton 


College and Professor of Medicine in the University of Chicago, . & Company 
represents the cooperative study of many clinicians, pathologists and research -” "y 


Go. 10-16) 


workers at Rush Medical College and other Chicago medical centers for _-“ __ Please send me, carriage 
a number of years i prepaid, check herewith (or 
charge to my account) Billings’ 


Read what Dr. Billings has to say about Focal infection and you'll a waa ee 
be convinced that this is a book the practitioner and student cond 
will be glad he’s purchased. 


D. APPLETON & COMPANY 35 W. 32nd St., N.Y. City. 
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St. Elizabeth’s Hospital 


617 West Grace St.. Richmond, Va. 

A thoroughly equipped: and modern private hospita! for surgical and F 
gynecological patients. Absolutely fire-proot—a desirable requirement 4 
in any building, but a necessity in a surgical hospital. Ventilation per- 
fect—due to general design of architect who is an authority on ventila- 
tion, and also to the patent Austral windows, which direct the air cur- 
rent towards the ceiling and not on the patient. {Only graduate nurses 
are employed. {All modern conveniences, such as silent electric light 
signals for patients, vacuum cleaners built in the wall and long dis- 
tance telephone connection in every bed room. {Two large and com- 
plete operating roome with northern light are on the top floor, where 


uate instruction. 
Superintendent, MISS JOSEPHINE “McLEOD, A.B., Graduate Nurse 
of Johns Hopkins Hospital. 
J. SHELTON HORSLEY, M.D., Surgeen-in-Charge. 


Albuquerque Sanatorium 
FOR TUBERCULOSIS 


Albuquerque, - - New Mexico 
Altitude 5,100 Feet. Rates Moderate. No Extras. Climatic Conditions 
Unsurpassed 


A private sanatorium where the closest personal attention is given 
each patient. Complete laboratory and 2:-Ray equipment for diagnos- 
tic purposes. Compression of the lung and sun-bath treatment after 
the method of Rollier, Steam heat, hot and cold water, electric Homes, 
call bells, local and long-distance telephone’ and private porches for 
each room. Bungalows, if desired. 

Situated but 1% miles from Albuquerque, the largest city and oy 
market of New Mexico, permits of excellent meals service at 
moderate price. Write for Booklet B. 


A. G. Shortle, M.D.—Associate Physicians—L. S. Peters, M.D. 


CURRAN POPE 2 A. THRUSTON POPE 


MODERN pup to date private infirmary equipped with steam heat, electric light, electric 

A fans, modern plumbing and new furnishings. Solicits chronic cases, functional and or- 

ganic nervous diseases, diseases of the stomach and intestines, rheumatism, gout and 

uric acid troubles, drug habits and non-surgical diseases of men and women. No insanity or 

infectious cases treated.- Bed-ridden cases not received without previous arrangement. 
Hydrotherapy, Mechanical Massage, Static, Galvanic, Faradic, High Frequency, Arc Light and X-Ray 
Treatments given by competent Physicians and Nurses under the immediate supervision of the Medical 
Superintendent. Special laboratory facilities for diagnosis by urine, blood, sputum, gastric juice and 
*Ray. Recreation hall with pool and billiards for free use of patients. 

Rates $25 per week, including treatment, board, medical attention and general nursing. Send 

for large illustrated catalog. The Sanatorium is supplied daily, from the Pope Farm, with veg- 

etables, poultry and eggs; also milk, cream, butter and buttermilk from its herd of registered 


ee THE POPE SANATORIUM 


( Incorporated ) . LOUISVILLE, KENTUCKY 
Established 1890 115 West Chestnut St., 


Long Distance Phones 
CUMB. M. 2122 HOME 2122 


they are practically free from dust. The hospital is open the entire 
bath. Rates $2.50 per day and up. §A limited number of graduai 
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Near Washington, D. C. Baltimore & Ohio Railroad and 
Electric Line from Washington. 


This Sanitarium under experienced management offers 
superior advantages for the treatment of patients suf- 
fering from Nervous and mild Mental Diseases, and for 
elderly persons needing skilled care and nursing; com- 
bining the equipment of a modern Phycopathic Hos- 
ital with the appointments of a refined home. 
ydrotherapy Department is complete in every detail 
including the Nauheim Baths for Arteriosclerosis, 
Heart and Kidney Diseases. 


DR. E. L. BULLARD, Physician-in-Charge 


The Davis Infirmary 


pital Training School 


J. D. S. DAVIS, M.D. BIRMINGHAM, ALA. for Nurses. 
SOUTH MISSISSIPPI INFIRMARY 


W. W. CRAWFORD, M. D., Surgeon-in-chiet 


SURGICAL AND MEDICAL 
DR. J. F. YARBROUGH ’S SANATORIUM 


COLUMBIA, ALABAMA 
For the Special Treatment of PELLAGRA, “BRIGHT’S DISEASE” 


DYSPEPSIA AND INDIGESTION 
TRAINED NURSES 
CONSULTING STAFF 
M. S. DAVIE, M.D., Dothan, Ala. ROSS MOOTY, B.S., M.D., Columbia, Ala. 


ALFRED SMITH FRASIER, F.A.C.S.. HENRY GREEN, M.D., Dothan, Ala. 
Dothan, Ala. Pres’t Alabama State Medical Ass’n | 


*ASHEVILLE, N. C. 


DR. BERNARD R. SMITH AN INSTITUTION FOR ADVISORY BOARD 
THE TREATMENT OF Reynolds, Dr. C. L. Minor 
Supt. of Nurses N E RVO U S DISE ASES Dr. M. H. Fletcher, Dr. W. L. Dunn | 


Situated at an altitude of 2500 ft. in the heart of the Blue Ridge Mountains of Western North Carolina. 
Superb lawn and 25 acres of beautifully wooded grounds. 


For information address DR. BERNARD R. SMITH, ASHEVILLE, N. C. 


APPALACHIAN HALL: 
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HIGH OAKS 


NERVOUS AND MENTAL DISEASES, LIQUOR AND DRUG ADDICTIONS TREATED 


Constant medical oversight and skilled nursing. Hydrotherapeutic department equipped with Turkish, shower, 
needle, sitz and other baths, liver spray, and Scotch and perineal douches, given by prescription at definite tem- 
peratures and pressures. Various forms of vibration, vibratory and manual massage, galvanic and faradic elec- 
tricity, laboratory methods and facilities for sero-diagncsis and treatment. Various in and outdoor games. Resi- 
dent musicians. New buildings. Eighty-one acres, Beautifully wooded grounds. In arranging for admission of 
patients physicians may use long distance telephone at our expense. Address : 


GEO. P. SPRAGUE, M. D., Lexington, Ky. 


{|The Tucker Sanatorium, Inc. 


Madison and Franklin Streets 
RICHMOND. VIRGINIA 


> > This is the Private Sanatorium of Dr. Beverley R. Tucker 

The Tucker Sanatorium is for the treatment of nervous 
diseases. Insane and acute alcoholic cases are not taken. 
The Sanatorium is large and bright, surrounded by a 
lawn and shady walks and large verandas. It is situated 
in the best part of Richmond and is thoroughly and mod- 
ernly equipped. There are departments for massage, 
medicinal exercises, hydrotherapy, occupation and elec- 
tricity. The nurses are especially trained in the care of 
nervous cases. 


Dr. Morse’s Sanatorium for Tuberculosis 


HENDERSONVILLE, NORTH CAROLINA. 

Twenty miles south of Asheville, on the main line of the 
Southern Railway between Cincinnati and Charleston. Prob- 
ably the finest Livwian-taael climate in America. Large num- 
ber of days of sunshine. Altitude 2300 feet above sea level. 
Stimulating air. Mountain scenery of great beauty. In the very 
center of the “LAND OF THE SKY.” The sanatorium is espe- 
cially adapted to the treatment of the tuberculous. Private 
sleeping-out piazzas for every patient. All modern conven- 
iences and good service. Every health-giving condition is 
supplied. Eighteen acres of natural parkland surround the 
sanatorium—a scientific institution amid ideal conditions. Phy- 
sician lives in the sanatorium. Rates $17.50 to per 
week. Booklet on application. 


DR. MORSE’S SANATORIUM, Box 395, Hendersonville, N.C. 
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Dr. Watson's Sanitarium 
OKLAHOMA CITY, OKLA. 
For the Treatment of GOITER and Diseases of the Glands of Internal Secretion 


LEIGH F. WATSON, M. D., Medical Director 
OFFICE: 419 COLCORD BUILDING 


MARY K. PALMER, R. N., Superintendent 


VON ORMY COTTAGE SANITARIUM 


For the Treatment of Tuberculosis 
VON ORMY, TEXAS. 


I. S. KAHN, ey M.D., Medical ng 
GASTON, 
PF. COOL, Manager 
An institution designed a the proper care of tubercu- 
lar patients at moderate rates. _ 
plendid all year ’round climate. 
Beautifully located on the Medina River near San An- 
tonio. Our own dairy and egg supply. 
Tuberculin, autogenous vaccines ona artificial pneumo- 
thorax used where 
Hopeless last stage cases not admitted. ~. 
Rates: $15.00 and 18.00 per week. 
Write for booklet. 


+ * For the Treatment of MENTAL and NER- 
| \ / CW VOUS DISEASES and the ADDICTIONS. | 
7 New fifty Room Department completed January, 
e e 1915. Now have two new buildings. One for each ; 
sex. A thoroughly modern and fully equipped pri- 
San Ifarl U mM vate hospital, operating under state license. Large 
commodious buildings offering accommodations 
Ges (ESTABLISHED 1907) SN «= to meet the desires of the most exacting. Situated 


sicien-ln-charge out of town in a quiet, secluded place. Large 
shady grounds. Specially trained nurses. Two 


Telephone Main 2928 resident physicians. Capacity 65. References: 
Rural Route No. 1. Nashville, Tennessee Medical Profession of Nashville. 
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LYNNHURST SANITARIUM 


For Nervous Diseases, Mild Mental Disorders; an Improved Treatment for 
Opium-Morphin Addiction, which Eliminates Suffering and Craving 

% burbs of Memphis, on 22 

& acres of beautiful wood- 
land and ornamental 
shrubbery. Modern and 
approved methods in 
construction and equip- 
ment. Thorough ven- 
tilation, sanitary plumb- 
ing, low pressure steam 
heat, electric light and 
fire protection. Pure 
water, experienced 
nurses. 


New Buildings Completed in March, 1915. 


Special facilities for giving hydrotherapy, electrotherapy, 
massage, physical culture and rest treatment 


S. T. RUCKER, M. D., Office, Goodwyn Institute MEMPHIS, TENN. 


THE POTTENGER SANATORIUM 


MONROVIA, CALIFORNIA A thoroughly equipped institution 
for the scientific treatment of tuber- 
culosis. High class accommodations. 
Ideal ali-year-round climate. Sur- 
rounded by orange groves and beauti- 
ful mountain scenery, Forty-five min- 
utes from Los Angeles, F. M. Pot- 

D., LL.D. cal 


tenger, A.M. 
Director. i E. Pottenger, A.B., M.D. 
Assistant Medical Director and Chief 
of George H. Evans, 
M.D., San Francisco, Medical Con- 
sultant. For particulars address: 
POTTENGER SANATORIUM, 
Monrovia, California. 
Los Angeles Office: 1100-1101 Title Ins. 
Bidg., Fifth and Spring Streets. 


WAUKESHA SPRINGS SANITARIUM 


For the Care and Treatment of 


NERVOUS 
DISEASES 


Building Absolutely Fireproot 
BYRON M. CAPLES, M.D., Supt. 
Waukesha, Wis. 
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THE MILWAUKEE SANITARIUM 


WISCONSIN. For Mental and Nervous Diseases 
Located at Wauwatosa(a suburb 
of Milwaukee) on C.M.&S8t.P. 


Ry., 2.5 hours from Gace 15 
minutes from Milwaukee.5. min- 
utes from all cars. 
street cars. Complete facilities 
and as heretofore 
h hic Hos- 
pital ; baths, fireproof 
building, separate grounds. 
qWest House; rooms en = 
with private baths. {Gym 
ium and Recreation Building: 


physical culture, ‘‘Zander’’ ma- 
treatment. RICH WEY, A. “M. Pia. D. EUGENE CHANEY. M.D. WILLIAM T. KRADWELL, M.D. 
CHICAGO OFFICE: Marshall Fleld Annex Bullding, 25 East Washington St. Wednesdays 1 to 3, except July and August. 
Descriptive Booklet will be sro upon application. 


Arlington Heights Sanitarium 
P. O. Box 978, F ort Worth, Texas. 


For Nervous Diseases, Selected 
Cases of Mental Diseases, 
Drug and Alcohol Addictions, 


(Incorporated under Laws of Texas) 


WILMER L. 
Resident Physician 
JAMES D. BOZEMAN, M.D., 
Resident Physician 
BRUCE ALLISON, M.D., 
Resident Physician 
JOHN S. TURNER, M.D., 
Consulting Physician 


Th e Hendricks Sanitorium, Texas 


THE MOST MODERN SANATORIUM 
FOR THE TREATMENT OF TUBERCULOSIS 


Physicians of the South and Southwest are Urged to Investigate 
All Rooms connect with Private Bath--All Rooms have Private Sleeping Porches 
Fireproof Construction 
NO BETTER CLIMATE—WINTER OR SUMMER 


R. D. HARVEY, C. M. HENDRICKS, 
President Medical Director 
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PETTEY & WALLACE FOR THE TREATMENT 


MEMPHIS, TENN. 
Mental and Nervous Diseases 
A quiet, private. high- 
ethical. Complete equipment. Best 
accommodations. 
Resident physician and trained 
nurses. 
Drug patients en Dr. 
Pett ethod 
Detached building for mental 


The Cipes Sanatorium for Pulmonary and Laryngeal Tuberculosis, Aibuqueraue, New Mexico 


=} A thoroughly equipped 
institution for the scien- 
tific treatment of tuber- 
culosis. Bungalows with 
individual screened 
porches, hot and cold 
running water bath and 
toilet in each cottage, 
electric lights, call bells, 
etc. Ideal location. 
Rates: $20.00 to $25.00 
per week. No extras. 
Write for booklet 
JOSEPH S. CIPES, M.D. 
Medical Director 


OCONOMOWOC HEALTH RESORT CO MISCONSIN 
For Nervous and Mild Mental Diseases and Addiction Cases 


Five minutes walk from Interurban between Oconomowoc and Milwaukee 
On main line C. M.& St. P. Ry. 30 miles west of Milwaukee. 

Built and equipped to supply the demand of the neurasthenic, bor- 
der-line and undisturbed mental case, for a high-class home free from 
contact with the palpably insane, and devoid of the institutional at- 
mosphere. 

Forty-one acres of natural park in the heart of the famous Wiscon- 
sin Lake Resort region. Rural environment, yet readily accessible. A 
beautiful country in which to convalesce. 

The new building has been designed to encompass every require- 
ment of modern sanitarium construction, the comfort and welfare of 
the patient having been provided for in every respect. The bath de- 
partment is unusually complete and up-to-date. 

Number of patients limited, assuring the personal anetien of the 

_ resident physician in charge. 


New Building Absolutely Fireproof Arthur W. Rogers, B. L., M. D. Resident Physician in Charge 


KENILWORTH SANITARIUM 


Kenilworth, Illinois 
(Established 1905) 

(Cc. & N. W. Railway. Six miles North A4 — 

Built and equipped for the treatment of nervous ital diseases. Ap- 
proved diagnostic and therapeutic methods. 

An adequate night nursing service maintained. Sound proof rooms with 
forced ventilation. Elegant appointments. Bath rooms en suite, steam heating, 
electric lighting, electric elevator. 

RESIDENT MEDICAL STAFF: 
Margaret S. Grant, M.D., Sherman Brown, M.D., Sanger Brown, M.D, 
Ch hicago Office 59 East —— Street. 
Telephone Randolph 5794 urs 11 to 1, a appointment only. 
All correspondence should = addressed to 


Kenilworth Sanitarium Kenilworth, Ill. 
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C. KING,’ 
GUY B. DENIT. D 


ST. ALBANS SANATORIUM, Inc. 


Radierd, Virginia 


The Hydrotherapy Department _is complete in every de- 
tail. Continuous, Nauheim and Tonic Baths. 

Special emphasis given to Rest, Diet, Occupation, Mas- 
sage and Electricity. 

Clinical Laboratory fully equipped. 

A thoroughly equipped and modern Private Sanatorium 
for the diagnosis and treatment of chronic medical, nerv- 
ous, and mild mental disorders. It is situated 2,000 feet 
above sea ievel in the famous blue grass region of Vir- 
ginia. There are two lar rge Colonial brick buildings con- 
nected by a sun parlor 105 feet long. Rooms single or en 
suite, with or without private baths. Accommodations for 
fifty patients. Modern and approved methods used in 
every department. The nurses are specially trained to 
care for nervous patients. 

For details write for descriptive pamphlet. 


DR. BRAWNER’S SANITARIUM, ATLANTA, GA. 


FOR NERVOUS AND MENTAL DISEASES, GENERAL INVALIDISM AND DRUG ADDICTIONS 


Woman’s Building A Cottage bp 


4 Main Building 


Playing Croquet 


The sanitarium is located on the Marietta trolley line, 10 miles from center of city, near a beautiful a. Be yan a bye of 86 
heated, electrically lighted, a many rooms tere pee private baths. Patients ha as tennis, 


are steam 
et, baseball and automobiling. Reference: The Medi: Prof 
Atlanta, Ga. 


tlanta. Address DR. JAS. "BRAWNER, 701- Grant Bids., 


The Meriwether Hospital and Training 


School for Nurses, Inc. 
ASHEVILLE, N. C. 


MISS FLORENCE PITTS, Supt., or 


ALL COMMUNICATIONS SHOULD BE ADDRESSED TO 


24 Grove Street, Ashev ille, North Carolina 


Since the death of Dr. F. T. Meriwether, his mag- 
nificent institution has been converted into a gen- 
eral hospital, receiving Surgical, org ome ical and 
Medical cases. The staff as selected by the man- 
agement is as follows: 

MEDICAL—Dr. C. P. Ambler, Dean; Dr. M. L. 

Stevens, Dr. C. E. Cotton. 

SURGICAL—Dr. Eugene B. Glenn, Vice-Dean; Dr. 

F. Webb Griffith, Dr. A. F. Reeves. 

EYE, EAR, noes AND THROAT—Dr. E. R. Rus- 


sell, Dr. J. B. Green, bg R. - Buckner. 
NEUROLOGY—Dr. B. Smit 
GASTROENTEROLOGY. Calloway. 


DERMATOLOGY—Dr. W. C. Browason, 
PEDIATRICS—Dr. L. W. Elia 

G. U. AND DISEASES OF “THE RECTUM—Dr. 
Terry. 

ANESTHETIST AND HOUSE PHYSICIAN—Dr. 
W. J. Hunnicut. 


DR. B. M. MERIWETHER, Bus. Mer. 
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FOR SURGICAL AND 


HoLMES SANATORIUM GYNECOLOGICAL 


CORNER FOURTH AVENUE AND EAST FIRST STREET CASES. 
ROME, GEORGIA Chartered Training School 


J. B. S. HOLMES, M.D., Surgeon-in-Chief. for Nurses. 


OXFORD RETREAT 


OXFORD, OHIO 
Nervous and Mental Diseases 
Alcohol and Drug Addictions 


FOR MEN AND WOMEN 
96 Lowe and Forest. Buildings and 


om ati, on C. H. & D. 
R. R. 10 Trains Daily 
THE PINES 


An Annex for Nervous Women 
Write for Descriptive Circular 
R. HARVEY COOK, M.D.. Physician-in-chief 


Richmend Va. 4 


Personal ly conducted De MGuire 
for the Accommodation of his Surgical Patients. 4 
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GLOCKNER SANATORIUM coro. 


CLIMATE 
CARE 
COMFORTS 


For 


Pulminary 
Cases 
ees IN 1889 SOUTH FRONT 


A $300,000 Sanatorium with surgical annex, modern buildings and equipment. Located amid scenic grandeurs. For 25 years success- 
fully engaged in caring for the health-secker. Rates $15 to $35 per week. Write for catalog, mentioning this Journal. 


DR. BARNES’ SANITARIUM [DOWNEY HOSPITAL 


A new, modern, up-to-date 
STAMFORD, CONNECTICUT 


two-story building with roof 
A Private Sanitarium for Mental and Nervous Dis- 
eases. Also Cases of General Invalidism. Sep- 
arate Department for cases of inebriety. 


ishings. 
with or without private bath; 
hot and cold water in each 


The buildings are modern, situated in spacious and at- 


tractive grounds, commanding superb views of Long Island admitted _sufferi from 
Sound and surrounding hill country. The accommodations, : a ; Gynecological, _ Obstetrical, 
table, attendance, snd all appointments are first and 
class in every respéct. e purpose of the Institution is cal conditions. Limited num m cases accepted. 


ed in each individual case. 50 minutes from Grand Central 
Station, New York. For terms and illustrated booklet, ad- 
dress F. H. BARNES, M.D., Med. Supt. Telephone 1867 


address DOWNEY HOSPITAL, Gainesville, Ga. 


CINCINNATI SANITARIU M 


FOR MENTAL AND NERVOUS DISEASES 
A strictly modern hospital fully equipped for the scientific treatment of all nervous and 
mental affections. Situation retired and accessible. For details write for descriptive pamphlet. 


F. W. Langdon, M.D., Medical Director 
B. A. Williams, M.D., Resident Physician 
Emerson A. North, M.D., Resident Physician 


H. P. Collins, Business Manager, Box No. 4, 
College Hill, Cincinnati, Ohio. 
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Glenwood | The SHELTER 
PARK SANATORIUM 


New Smyrna, Florida 


Sanitarium 
tific Dietary almy Sa r 
GREENSBORO, siping “FLORIDA SUNSHINE 


CAROL, 
©. w. Ashworth. PRIVATE MATERNITY HOME 


A strictly ethical institution offering superior advantages for the scien- 
tific treatment of Nervous Diseases, Drug and Alcoholic Addictions. A girls, recommended by their physicians. 
Quiet, homelike, exclusive, protective, strictly 


modern building of 30 rooms, well heated and lighted and fully 
equipped with hot and cold baths, up-to-date electrical apparatus, etc. ethical. Good home for infants provided if de- 

ing location in quiet suburb, where all publicity can be avoided. | sired. Rates Reasonable. Correspondence and 
Patients given humane treatment. Originators of the “Twilight licited f: hysi 
Sleep” treatment for drug addiction. Gradual reduction method also | co-operation solicited trom physicians. 
used tn habit cases. Descriptive booklets for both systems will be Address DR. IRA C. TYNDALL Berlin, Md. 
sent on request. Write for terms. | - 


The Jackson Health Resort 


Dansville, N.Y. 


Dansville is located about seventy miles east of Buffalo, and is reached by good Pullman 
trains from the South. This institution has for Fifty-Seven years been one of the great lead- 
ing resorts for those needing rest and recuperation. It is ethical in its methods and leading 
physicians of the United States send to it freely patients needing treatment. No insane or 
objectionable cases received. 

DR. JAS. H. JACKSON, Pres. DR. WALTER E. GREGORY, Vice-Pres. 
Write for Literature NEWTON B. GORHAM, Managing Director 


DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 
For Nervous and Mental Diseases, Drug and Alcohol Addictions and Ner- 


vous Invalids Needing Rest and Recuperation 
Established 1903. Strictly ethical. Location delightful summer and winter. Approved di- 
agnostic and therapeutic methods. Modern clinical laboratory. 7 buildings, each with sep- 
arate lawns, each featuring a small separate sanitarium, affording wholesome restfulness 
and recreation, in doors and out doors, tactful nursing and homelike comforts. Bath rooms 
en suite, 100 rooms, large galleries, modern equipments, 15 acres, 350 shade ‘trees, cement 
walks, playgrounds. Surrounded by beautiful park, Government Post grounds and Coun= 
try Club. 
G. H. MOODY, M.D., Supt. T. L. MOODY, M.D., Res. Physician, J. A. McINTOSH, Res. Physician. 
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THE CHESTON KING SANITARIUM 


SUCCESSOR TO HOWELL PARK SANITARIUM 
PEACHTREE ROAD, ATLANTA, GA., R. F. D. No. 4. 


For the treatment of 


Nervous and Mental Diseases 
Alcohol and Drug Addictions 


The South’s most beautiful Sanita- 
rium, completed August, 1914, on acre- 
age of Peachtree Road, twenty min- 
utes drive from Atlanta, and situated 
between the Capital City County Club 
and Greater Oglethorpe University. 
The buildings are of concrete, pressed brick 
and tile room, all rooms are outside, with a 
purpose single to ligh and ventilation. Com- 

lete system of baths. The water supply is 
rom an artesian well. 

There is installed in all the buildings 
vapor heat and the indirect lighting system. 
All of the latest approved treatments are 
used. Patients admitted to our Sanitarium, 
can have all the rest and exercise indicated 
and yet will not come in contact with any objectionable case. A physician is in constant attendance, 

Mail Address: 


THE CHESTON KING SANITARIUM 
ATLANTA, GA., R. F. D. No. 4. | 


The Watauga Sanitarium, Ridgetop, Tenn. a 


In the Foothills of Tennessee’s Beautiful and Picturesque Mountains 


or Mr. James A. Yowell, Mr. Joe E. Yowell, Sec.-Treas., 623 Stahlman Bldg., Nashville, Tenn. 


STAFF: For Tuberculosis in All Forms 
oo Bacteriologiet-tn-Chlot. Location ideal, elevation about 1,000 feet, buildings modern hot and | 
on. sgeen-ln-Chlet. cold running water, lighted with gas, perfect sewerage, excellent water . 
pe Dermatologist, supply. The Sanitarium operates it own dairy and truck farms. Equip- 

Eye, Ear, Nose and Throat ment includes our own steam laundry, and is in every way up to now. 
eet ag Tuberculins and Vaccines Administered in suitable cases. Hydrotherapy i 
00. ee eee modified after the method of Rollier. Rates very reasonable. Address i 
On, THE WATAUGA SANITARIUM, Ridgetop, Tenn. 


mm) NEW MEXICO COTTAGE SANATORIUM 


Fi E. S. BULLOCK, M.D. WAYNE MacVEAGH 
Physician-in-Chief WwW IN, Manager 


For the treatment of 


TUBERCULOSIS 


No region in the world equals the high altitude sec- 
tion of the southwestern portion of the United States 
for the treatment of tuberculosis. And of all the cities 
and towns in this section, SILVER CITY stands pre- 
eminent as a health resort. 

Wonderful all-year-round climate. Moderate winters. 
Cool summers. Over three hundred days of sunshine 
each year. Hemorrhages rare. Night sweats unknown. 

Splendidly equipped institution. ‘Tuberculin in se- 
lected cases. Artificial pneumothorax. Heliotherapy. 
X-ray. Rates for Ambulant Patients from $20.00 to 


$32.50 per week. No extras. 
Write for Descriptive Booklet C. Silver City, New Mexico 
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UNIVERSITY OF GEORGIA 
MEDICAL DEPARTMENT 
Augusta, Georgia 


THE EIGHTY-FIFTH SESSION BEGINS 
SEPTEMBER 13, 1916; CLOSES 
MAY 31, 1917 


ENTRANCE REQUIREMENTS 
Candidates for entrance must have completed one 
full year of work in an approved college in addition* 
to four years of high school. The college work must 
have included Physics, Chemistry, Biology, and French 
or German. These requirements are passed upon by 
the department of Secondary Education of the Uni- 


versity. 

INSTRUCTION 

The course of instruction occupies four years. The 
first two years are devot to the fundamental sci- 
ences, and the third and fourth to practical clinical in- 
struction in medicine and surgery. All the organized 
medical and surgical charities of the city of Augusta 
and Richmond County, including the hospitals are 
under the entire control of the Board of Trustees of 
the University. This arrangement affords a _ large 
number and variety of patients which are used in the 
clinical teaching. Especial emphasis is laid upon prac- 
tical work both in the laboratory and clinical depart- 


ments. 
TUITION 
The charge for tuition is $150.00 a year except for 
posteente of the State of Georgia, to whom tuition is 
ree. 
For further information and catalogue address 
THE MEDICAL DEPARTMENT, 
UNIVERSITY OF GEORGIA 


Augusta, Georgia 


| 
| 
| 


| 


MANHATTAN EYE, EAR AND THROAT 


HOSPITAL 
SCHOOL OF POST-GRADUATE INSTRUCTION 


Individual and Graded Instruction in Eye, Ear 
and Throat Departments. The year is divided into 
four sessions beginning early in January, April, 
July and October. Special courses in Refraction, 
Operative Surgery in Eye, Ear, Nose and Throat; 
Bronchoscopy, Pathology and X-Ray. Competitive 
examination for internes will be held at the hos- 
pital December 20th, at 1:00 o’clock to fill five 
vacancies occurring January, April, July and Oc- 
tober. For particulars address 

SECRETARY, 210 East 64th St., New York City. 


Medical College of Virginia 


UNIVERSITY COLLEGE OF MEDICIN& 
MEDICAL COLLEGE OF VIRGINIA 
(Consolidated) 


Medicine-Dentistry-Pharmacy 


STUART McGUIRE, M.D., Dean 


New college building, completely equipped and modern 
laboratories. Extensive Dispensary service. Hospital fa- 
cilities furnish 400 clinical beds; individual instruction; 

rienced faculty; practical curriculum. For catalogue or 
information address 


J. R. McCAULEY, Secretary, 
1140 BE. Clay Street Richmond, Virginia 


Building, New Orleans, La. 


New Orleans Post-Graduate School of Medicine 


AFFILIATED WITH LOYOLA UNIVERSITY 


Regular Session begins October 2d. Students admitted throughout the year. 

UP-TO-DATE POST-GRADUATE INSTRUCTION to meet the requirements of the General 
practitioner or the Specialist in all branches of Medicine and Surgery. 

ABUNDANT CLINICAL MATERIAL. Unexcelled clinical facilities in all the hospitals of 
the city of New Orleans, particularly the great Charity Hospital where members of the faculty 
occupy the highest positions on the Visiting Staff. : 

FACULTY LARGE, permitting Individual instruction and special work if desired. 

For further information address Joseph A. Danna, M.D., Secretary, Suite 716 Maison Blanche 


The Post-Graduate Medical School of Chicago and the Chicago Policlinic 


AFFILIATED 
Own and control completely their own Hospitals, Laboratories and large Dispensaries. The Staff consists of men 
well known in the profession. The Teaching is largely Clinical, in Special Courses Didactic and Clinical. 
Matriculation and general tickets good for both Schools. Clinical courses for the General Practitioner. 
Special and Private Personal Courses in: Anatomy, Pathology, Laboratory Work, Physical Diagnosis, X-Ray, 
et Operative Surgery on the Cadaver, Operations on Eye, Ear, Nose and Throat, Cystoscopy and other 
special studies. 
Surgical Assistantship—Personal—at Post-Graduate Hospital. Interneship. 
For further information address either 


The Post-Graduate Medical School of Chicago or 
Emil Ries, Sec’y. 


Dept. V, 2400 S. Dearborn St. 


Nurses’ Training Schools. 


The Chicago Policlinic 
M. L. Harris, Sec’y. 
Dept. V. 219 W. Chicago Ave. 


Patronize our advertisers—mention the Journal when you write them 


| 
| 
| 
| 
i 


SOUTHERN MEDICAL JOURNAL 


15 


New York Polyclinic Medical School and Hospital 


341-351 West 50th Street, New York City 


General, Separate Clinical and Special Post-Graduate Courses of Individual 
Instruction given throughout the year, beginning at any time, and for any 
period of time. Laboratory, Cadaver and Operative Courses in all branches. 
Instruction planned to meet individual requirements. Courses of Practi- 
cal Work under tutelage for periods of three months, six months, one year, 
for specialists. Individual Instruction in the following branches: 

Major and Minor Surgery : Rectal Diseases 

Hernia (local anesthesia) Anesthesia 

Neurology Infant Feeding and Diagnosis 

(brain, spinal cord, peripheral nerves) — Tuberculosis (Pulmonary, glandular, bone) 

Dermatology (skin pathology) Drug Addictions and Toxemias 

Gynecology (operative; non-operative) Diseases of Stomach (dietetics) 

Eye (including Refraction), Ear, Nose, Throat X-Ray and Electro Therapeutics 


State particular information desired when writing. 
Address inquiries to JOHN A. WYETH, M.D., LL.D., President of the Faculty 
or MR. JAMES U. NORRIS, Superintendent 


NEW ORLEANS POLYCLINIC 


Graduate School of Medicine, Tulane University of Louisiana 
Thirtieth Annual Session Opens Sept. 25, 1916, and Closes June 9, 1917 
Physicians will find the Polyclinic an excellent means for posting themselves upon modern 
progress in all branches of medicine and surgery. The specialties are fully taught, including 
laboratory and cadaveric work. For further information, address 


CHARLES CHASSAIGNAC, M.D., Dean, 
NEW ORLEANS POLYCLINIC | 
Post Office Drawer 770. ~ New Orleans. 
Tulane also offers highest class education leading to degreés in Medicine, Pharmacy, Dentistry, Hygiene and 
Tropical Medicine. 


UNIVERSITY of LOUISVILLE 


MEDICAL DEPARTMENT 


Seventy-ninth annual session begins Sept. 28, 1916. Entrance Requirements: One year of 
college work in Physics, Chemistry, Biology and a modern language, in addition to the 14 units’ 
work in an accredited high school. 


A premedical course of instruction is given in the Academic Department of the University. 
Well-equipped laboratories under full-time teachers. 


Clinical work in the new Million-dollar Public Hospital. For further information and cata- 
logue, address the Dean, 


HENRY ENOS TULEY, M. D., Louisville, Ky. 
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Medicine 


Daiverst School of 


MOBILE, ALABAMA 
Rated Class A. Registered “Standard” by N. Y. State Educational Department. Laboratories of 
Anatomy, Physiology, Biology, Bacteriology, Pathology and Pharmacology. Equipped with latest 
standard apparatus. Operated by all-time Teachers. Instruction in Junior and Senior years mostly 
clinical. Below are shown four of the institutions affiliated with us for clinical work. 


MOBILE CITY HOSPITAL MOBILE CITY DISPENSARY 
206 beds. Internes appointed and controlled by the School. Controlled and operated by the School. Over 10,000 patients 
Clinical material abundant, studied by classes divid- treated by students last session. Under direction 
ed into small sections under all-time teacher. of experienced teachers. 


ALABAMA MATERNITY AND INFANT HOME U. S. MARINE HOSPITAL 
Mobile, Ala. Capacity, 10 maternity cases and 100 infants. Mobile, Ala. Surgeon in charge professor of Tropical Med- 
Professors of Obstetrics and Pediatrics icine in the college. Patients utilized by order of 
control. Secretary Treasurer of United States. 


For entrance requirements and full information address DR. T. H. FRAZER, Dean, Mobile, Alabama 
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Stanolind 


Trade-Mark Reg. U. 8. Pat. Off. 


Liquid Paraffin 


(Medium Heavy) 
Tasteless= Odorless=Colorless 


Is Neither Absorbed 
Nor Digested 


The fact that it is not absorbed by the epi- 
thelial cells and consequently not excreted 
‘through the milk, makes it a most satisfac- 
tory agent for nursing mothers. 


‘ Furthermore, Stanolind Liquid Paraffin re- 
a _ Moves the intestinal toxins, that would 
otherwise be absorbed into the blood. 


Stanolind Liquid Paraffin acts on the whole 
intestinal canal, reaching the rectum intact, 
differing from a vegetable oil, the larger por- 
tion of which is digested and absorbed. 


Stanolind Liquid Paraffin is a safe 
and dependable agent for continued 
internal administration. 


Atrial quantity with informative 
booklet will be sent on request. 


Standard Oil 


. t. 
i} \ 
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“An Ounce of Prevention 


Is Worth a Pound of Cure” 


Immunize your patients against Influenza 
and “Colds” NOW and do not wait until 
respiratory affections are prevalent. 


Influenza Serobacterin Mixed Mulford will 
give immunity from attacks of ‘‘Colds’’ and influenza 
to a large percentage of 
patients suffering with 
periodic attacks of dis- 
ease of the respiratory 
passages caused by the 
organisms used in 
preparing the serobac- 
terin. 

Supplied in packages containing four aseptic 
glass syringes. 

Syringes contain killed sensitized bacteria as follows: 

Syringe 


Cc 
B.influenze..... 125 950 500 1000 million 
Staphylococcus albus. 125 250 500 1000 million 
Staphylococcus aureus 125 250 500 1000 million 
Streptococcus .... 125 250 500 ~ 1000 million 
Pneumococcus. . .. 125 250 500 1000 million 
M. catarrhalis (group) 125 250 500 1000 million 
Literature describing method of treatment and d ge, together with ial 


educational bulletins for distribution to your patients, sent on request. 


FORTHE 
CNSERVATION, 
or 


wo K. MULFORD COMPANY 
Manufacturing and Biological Chemists 


21995 PHILADELPHIA, U.S.A. 


| 
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MEDICATION FOR HYPODERMIC TREATMENT 


Sterile, Accurate, Efficient. In Hypule form 
Sodium Cacodylate, Mercury Biniodide, Mercury Salicylate, Iron Citrate, iron Citrate and Sodium Arsenate, 
Emetine Hydrochloride, Fisher's Solution (concentrated), Gray Oil, Novocain and 80 other formulae. 

These hypules not only insure full potency and exact dosage of the drug to be ad- 
ministered, but they afford the physician an aseptic, and readily assimilated solution or 
suspension. For treatment in serious and malignant diseases, hypodermic medication is 
far superior to the indirect methods of absorption through the alimentary tract. The 
use of HEISTER’S HYPULES places this form of medication on a scientific basis, reliev- / 
ing the practitioner of all anxiety as to the quantity or character of the hypodermic in- | 
jection which he administers. . 


tasoratory or LOUIS HEISTER 
Manofacturers of Physician’s Pharmaceutical Specialties in Hypule Form 
List on Application ; CINCINNATI, OHIO, U. S. A. 


CH. HUBERT MARTIN 


27 WEST ALEXANDER STREET 


ATLANTA, GA. 


Send 


Bureau of Chemistry, U. S. Department of Agriculture. 


“The spurious aspirin is a mixture of either calcium phosphate and starch, cream of tartar and citric 


acid with some alum; or milk sugar, starch and calcium acid phosphate.”—(From N. Y. Department of Health 
“Weekly Bulletin”, Nov. 6, 1915) 


Specifying. 
Bayer Tablets 
OF 


ceticacidester of 


Bayer manu- 


Aspirin 


(5 grs. each) 


Be Sure of Your Aspirin 

“Recent seizures in various cities of the country of numerous quantities of spurious aspirin make it 
important that the druggist should assure himself in all cases of the :eliability of the source of his supply.”—Pacific 
Drug Review, Feb., 1916. 


You Avoid Counterfeits and Substitutes : ) 


« 
a 
By 
trade «mark 
birin’® (Reg. 
Pat. Office) 
guarantee 
ylic acid in 
tablets is 
he reliable 
XUN 
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LABORATORY OF DR. ALLEN H. BUNCE 


ATLANTA, GEORGIA 


Adequate Laboratory Service Demands 
Promptness and Efficiency 


We are prepared and equipped to give you both the above on all your clinical laboratory 
work. 

WASSERMANN REACTIONS. These are performed each day, except Sundays, after having 
carried out careful preliminary titrations of all materials to be used in the reactions. 
All reagents used are prepared and standardized in our own laboratory, thus insuring 
their freshness and reliability. These things enable us to give prompt and accurate re- 
ports on all specimens submitted. 

AUTOGENOUS VACCINES. All culture for vaccines are grown both aerobically and anaerob- 
ically as a routine procedure. Vaccines are supplied only in sealed ampules, thus insur- 

: ing their freedom from contamination during the course of treatment. 

: TISSUES. Upon request we make frozen sections of tissues and telegraph a report on the 

P same day the specimens are received. However, we prefer to embed the tissues in cel- 

loidin or paraffin, which requires from three to five days, before giving a final report on 

them. Both a preliminary report from frozen sections and a final report from embedded 

sections may be had upon request. 

We make all other clinical laboratory examinations required by physicians and surgeons 

in the handling of their cases. 


We furnish bleeding tubes, culture media and all other necessary containers free upon re- 
quest. Address 
ALLEN H. BUNCE, M. D., Healey Building, Atlanta, Ga. 


CHICAGO LABORATORY anatyticar 


Marshall Field A Buildi Established 1904 
5 E. ‘Washington st. CHICAGO Phone Randolph 3610 


Pathological Tissue Examination 


Surgical diagnosis on specimens of tissue 
may be obtained promptly by frozen sec- EE 
tion on same day specimen is received. past: eee 


Send for booklet of instructions how to forward 
tissue and other specimens for examination. 


Our names and reputations stand back of our work. 


RALPH W. WEBSTER, M. D., Ph. D. hy Reet 


THOMAS L. DAGG, M. D. 
Director of Pathological Department 


-C. CHURCHILL CROY, M. D. 
Director of Bacteriological Department 
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POTEN 


hysiological stand- 
ized preparation 
the thera- 
peutically valuable 
glucosides of digi- 
talis leaf. 


NUCLEIN 


Sodium tritoconucleinate, 


GALACTEN- 
ZYME 
A virile culture of the ba. 
cillug bulgaricus, type A. 
Available in tablets and 
bouillon. Used to 
arrest intestinal 
putrefication. 
SLEE’'S 
DIPHTHERIA 
ANTITOXIN 


derived from wheat- 
germ, and marketed in 
ndardi i ‘ Standard biologie 
Stimulates leuco- 4 preparations o 


of the bile acids inthe A | hne. See our 
present. An active also our ampules 


SULPHO- SLEES 

7 CARBOLATES TETANUS 
The sulphocarbolates (phe- Alkaloids, Glucosides and Other Active Principles. High-Grade Chemicals and ANTITOXIN 
nt heeaiet) OF takee Council-Passed Specialties; Serums, Bacterins and Vaccines. All Made on Honor | A concentrated and re- 
ia orks ‘and zinc. | 224 Sold on Merit. Purity and Accuracy Guaranteed Money Back if not Sat- \ fined preparation of 

. isfied. Price List, Literature and Representative Samples on Request to Home maximum strength 

Office and Laboratories, Chicago. and efficiency 


THE ABBOTT LABORATORIES soston ine 


CHICAGO YORK TORONTO, CAN. BOMBAY, IND. 


THE GRADWOHL BIOLOGICALLABORATORIES, St. Louis, Mo. 


announce to the profession that their new laboratories 
are ready for inspection. They are equipped to per- 
form every accepted standardized laboratory pro- 
cedure that is helpful to the physician in diagnosis 
and treatment. : : : : : 
WE wish to emphasize the fact that in laboratories of this kind workers should 
not only be technically well trained to do the work but that the 
INTERPRETATION of every test should be made a feature of 
their work. We believe that a Medical Laboratory fails in its function 
if it neglects to scientifically collect the Medical Findings gleaned by 
every-day work and deduce from them the conclusions that the 
CLINICIAN NEEDS WHEN HE CONSULTS A CLINICAL 


LABORATORY. 
SCOPE OF OUR WORK: 


Wassermann Tests (controlled by Blood Chemical for Nephritis, Gout, 
Hecht-Weinberg-Gradwohl Test.) Diabetes, Rhewmatism Diagnosis. 
Pasteur Treatment (mil course) Vaccines. 


Moderate Fees, Free Containers, Lucid Literature - Write us - Let us assume your laborotory burdens 


GRADWOHL BIOLOGICAL LABORATORIES 


928 N. GRAND AVENUE, ST. LOUIS, MISSOURI 
R. B. H. GRAWDOHL, M. D.. Director eal 
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Amenorrhea Dysmenorrhea 


Severe N ervous Symptoms 


SUCCESSFULLY TREATED WITH 


Lutein-Corpus Luteum 


EXTRACTS FROM CASE REPORTS: 

“Miss L. M., May 21, 1912, aged 22, complained of amenorrhea and nervousness. The menstruation began at 13, had 
always been irregular, lapses ‘of from two to eight months occurring. This patient was started on six grains of luteum 
per diem and after a few days began to show a trace of menstruation, which had not appeared for seven weeks. The 
dose was increased to 12 tablets a day, when the flow became profuse and lasted in all five days, when the luteum was 
discontinued. She a that she had never had a menstrual period similar to this before.’—Dr. Curtis F. Burnam, 
“The Journal” A. M. A., August 31, 1912, page 698. 

“In this last Sys preeeeanien diy wih should be especially included. In my own practice I have observed, in a truly 
extraordinary manner, the cure or relief of many such cases through the medium of this type of organo-therapy. My 
best results, however, have been gained in the administration of corpus luteum for the relief of the severe nervous 
symptoms attendant upon the menopause of both the physiological and artificial varieties and the functional amenor- 
rhea of young women.”—Dr. Adam P. Leighton, Jr., The American Journal of Obstetrics and Diseases of Women and 
Children, November, 1915, page 878. 

The results referred to were obtained 
by the administration of Corpus Luteum 
of the SOW, as presented in 


LUTEIN TABLETS—H. W. & D. 
Complete reprints of papers, including numerous other case reports, furnished upon request. 
HYNSON, WESTCOTT & DUNNING 


PHARMACEUTICAL LABORATORY 


BALTIMORE MARYLAND 


Our advantages make us headquarters for the organo-therapeutic products 


Thyroids— 
Standardized 
Powder; Tablets, 
2-gr., l-gr., 1-2 
gr., 1-4-gr. 


Corpus Luteum— 
True Substance. 
Powder, Tablets, 
and 5-gr. 


Pituitary Liquid— Parathyroids— 
is iological Powder and Tab- 
is free from pre- 
servatives. Pituitary, Anterior— 
1 c.c.. ampoules, P Tab- 


Pituitary, Posterior— 
Powder and Tab- 
lets, 1-10 grain. 


Pineal Substance— 
Powder and Tab- 
lets, 1-20 grain. 


Extract of Red Bone Marrow 


Histogenetic— Hema togenetic 
RE COMMENDED in all cases where there is a paucity of red 
corpuscles—the anemias, chlorosis, marasmus, rachitis, tuberculosis, 
malarial cachexia and malnutrition generally. 
Extract of Red Bone Marrow aids in reconstruc- — Extract of Red Bone Marrow is very palatable 
tien after hemorrhage and surgical operations. and if given well diluted is always borne. 


ARMOUR spe COMPANY 


CHICAGO M-42 
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MEDICINE 


(INTERNAL DISEASES, PEDIATRICS, NEUROLOGY, DIAGNOSTIC 
METHODS, ETC.) 


ROENTGEN RAY TREATMENT OF 
EXOPHTHALMIC GOITER 


By C. AUGUSTUS SIMPSON, M.D., 
Washington, D. C. 


One has only to review the enormous 
literature that deals with this interesting 
disease to be convinced of how little we 
know of it and how much there remains 
to be known before we can intelligently 
treat all cases of exophthalmic goiter. It 
is so common to see apparently identical 
clinical cases of Graves’ disease spring 
from such divers and widely separated 
points of disturbance that it is impossible 
to ascribe all cases of the disease as com- 
ing from any one, two or three causes. 

In recent years disturbances in some of 
the ductless glands have been accused of 
being the exciting factor, and it is this in- 
teresting topic of which so much is said 
and written and which we so imperfectly 
understand that now claims the attention 
of so many medical men. That this the- 
ory does not explain all of the cases of this 
disease is evident. There are so many 
cases of exophthalmic goiter in which hard 
labor and worry, tonsillitis and other acute 
infections, such as scarlet fever and 
measles, are the only tangible influences 
at hand, that it is impossible to ignore 
their importance. It is evident that a 
stimulation of the thyroid secretion may 
be caused by direct toxic and infectious 
as well as metabolic substances. 

Indirect stimulation of the thyroid 
through one or more of the ductless glands 
in all cases is easier mentioned than 
proven. Mann and Drips! have only re- 
cently disnroven the interrelation of the 
Suprarenals and the pancreas and many 


of the statements concerning the mutual 
relations of internal secretions are built 
upon very slender evidence. Disturbances 
of the internal secretion of the ovaries 
certainly play a part in some cases of 
Graves’ disease; but whether it is the pri- 
mary exciting cause or is influenced by an 
antedating disturbance in the suprarenal, 
pituitary or thymic gland, one is often un- 
able to state. The same may be said of 
the influence of a lesion of the thymic, 
suprarenal and pituitary gland. The loca- 
tion of the primary disturbance may dif- 
fer in two cases, yet produce clinically 
identical cases of exophthalmic goiter. 

The enlarged and over-active thyroid 
gland may depend upon a hypertrophic 
thymus, which in turn may be associated 
with a hyposecretion of the pituitary 
gland. The fact remains that even if the 
primary lesion is not in the hypertrophic 
thymus Roentgen ray treatment directed 
toward the enlarged thymus greatly im- 
proves the symptoms of exophthalmic 
goiter. If the pituitary lesion be the root 
of the evil, why is it that so few of these 
cases are cured by the administration of 
the dried pituitary gland? 

The presence of an enlarged, hypertro- 
phic and persistent thymus gland has been 
found in too many cases of exophthalmic 
goiter to be accounted for by mere coin- 
cidence. Not only has it been frequently 
demonstrated in the living subiect, but 
the great majority of deaths following 
thyroidectomy have been shown to result 
from this complication. Such surgeons as 
Hart?, Von Haberer’, Klose*+ and Sim- 
monds' of Germany, Rose‘ of Paris, Crotti? 
of Columbus, and Halsted’ of Baltimore, 
speak of the dangers and frequency of the 
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condition in exophthalmic goiter. Sim- 
monds believes it exists in at least 70% 
of the cases. Capelle, of Bonn, says it is 
found in 95% of the number of exoph- 
thalmic patients dying of some other con- 
dition. To prevent serious post-operative 
symptoms and even death, all advise re- 
section of the thymus at the time the thy- 
roid is removed. 

In 1914, the above reports reached this 
country and I began treating exophthal- 
mic goiter with the Roentgen ray. The 
year before Crotti had used the ray as a 
preliminary operative measure, but did 
not recommend it as a curative agent. 

It. was the results of Friendlander’s?® 
work on status lymphaticus that first drew 
my attention to the effects of the Roentgen 
ray upon enlarged:thymi. He and Rach- 
ford were able to cure all of their cases of 
status lymphaticus by exposing the thy- 
mus to the ray and demonstrated its ac- 
tion by publishing photomicrographs of 
atrophied thymus glands taken from 
X-rayed rabbits. My work consisted of the 
application of Friendlander’s treatment of 
status lymphaticus to cases of exophthal- 
mic goiter. 

In a preliminary report before the Hip- 
pocrates Society (February, 1915), I spoke 
of two cases of exophthalmic goiter that 
had been relieved by the Roentgen ray; 
and the following month I read another 
article” upon the same subject, at the same 
time showing the gross effects of the ray 
upon thymus glands taken from treated 
guinea pigs. At this time I was not aware 
that the X-ray was being used at Johns 
Hopkins for the treatment of exophthal- 
mic goiter. However, the following 


month, April, 1915, Dr. Waters" of that. 


institution published his excellent paper 
upon that subject. Dr. Reede also wrote 
a splendid article which I had the pleasure 
of hearing last May. 

My attention in these cases has of late 
been directed toward the effects of the 
Roentgen ray upon the blood picture as 
well as upon the thymic tissue. By some 
(Halsted and Waters, of Johns Hopkins, ) 
it has been claimed that a case presenting 
a high lymphocyte count is the one that has 
thymic hyperplasia. In order to watch 
the effects of the ray upon the cell count 
of a rabbit whose thymus in one case had 


been partially and in another entirely de- 
stroyed, I selected three two-thirds-grown 
rabbits of the same litter and size, which 
I tagged A, B and C. A and B were to 
be rayed while C, living under the same 
conditions, was not treated, but kept as a 
control. 

The treatments in these cases were 
given under the same conditions as to fil- 
ters, Coolidge tube, distance, and pastiles 
that I employed for my patients. Rabbit 
A was rayed every day for eight days, get- 
ting in all 24 points Hampson. B was 
rayed every four days for eight days and 
received only eight points Hampson. A 
differential white cell count was done on A 
every day, on B every fourth day, while 
C, the control, had a count done on the 
days treatments were begun and discon- 
tinued on A and B. 

Before treatments were begun, the 
white cell counts for A, B and C were as 
follows: 


A—Polys., 62; Monos., 6; Trans., 3; Large 
Lymph., 8; Small Lymph., 16; Eosin., 5. 

B—Polys., 68; Monos., 5; Trans., 3; Large 
Lymph:, 6; Small Lymph., 14; Eosin., 4. 

C—Polys., 64; Monos., 5; Trans., 4;; Large 
Lymph., 6; Small Lymph., 18; Eosin., 5. 

End of two days, A’s count: Polys., 58; Monos., 
10; Trans., 5; Large Lymph., 10; Small Lymph., 
12; Eosin., 12. 

End of four days, A’s count: Polys., 61; Monos., 
4; Trans., 1; Large Lymph., 15; Small Lymph., 
17; Eosin., 3. B’s count: Polys., 68; Monos., 7; 
Trans., 3; Large Lymph., 8; Small Lymph., 18; 
Eosin., 4; mast cells, 2. 

End of:six days, A’s count: Polys., 55; Monos., 
4; Trans., 4; Large Lymph., 10; Small Lymph., 
25; Eosin., 1; mast cells, 1. 

End of eight days, A’s count: Polys., 58; Monos., 
2; Trans., 1; Large Lymph., 11; Small Lymph., 
16; Eosin., 2. B’s count: Polys., 65; Monos., 6; 
Trans., 2; Large Lymph., 6; Small Lymph., 20; 
Eosin., 1. And C’s count was: Polys., 68; Monos., 
7; Trans., 3; Large Lymph., 8; Small Lymph., 18; 
Eosin., 4; mast cells, 2. 


In other words, after eight days of suc- 
cessive treatment in which: 24 points 
Hampson of filtered ray were given, caus- 
ing the destruction of thymic tissue, you 
will see the white cell count in A was prac- 
tically the same as before treatments were 
begun. With B, which had one-third as 
much ray as A, the count also remained 
the same as before treatments. With C, 
which had no treatment, the cell count was 
the same at the end of eight days as it 
was at the beginning of the treatments on 
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SIMPSON: ROENTGEN RAY TREATMENT OF EXOPHTHALMIC GOITER 


A and B. All rabbits had their blood. 


taken and were treated at 2 o’clock in the 
afternoon of the same day, after which 
they were given the second feeding of the 
day. The cell counts were very kindly 
done by Drs. Hahn and Hunter, of this 
City. 


No. 1—Rabbit C, showing the thymus of a normal 
untreated rabbit; capsule very thin. 


No. 2—Rabbit B, showing great change in the 
number and size of blood vessels, their in- 
tense engorgement with organizing thrombi, 
and great increase of the trabeculae. This 
rabbit received 8 points Hampson, filtered ray. 


No. 3—Rabbit A, showing complete atrophy and 
disappearance of thymic tissue, its place be- 
ing taken by connective tissue. The capsule 
is very much thickened. The thrombi in the 
vessels have become organized into connec- 
tive tissue. In other words, the lymphatic 
gland seen in Rabbit C has been changed by 
X-raying into a connective tissue structure. 
This rabbit had 24 points Hampson, filtered 
ray. 


DIFFERENTIAL COUNTS 


White cell counts of ten cases of exophthalmic 
goiter: 


5 
6. | 2| 2] 5] 4. | 2] 2) 4) 21 6 
4.5} 2| 1] 0} 8. | 2) 5| 3/17 
Large Lymph, 12. | 7/10|10.5] 4/ 2| 8] 7|17 
Small Lymph, __-_-- 21. 17 
Eosinophiles -_.----| 1. | 2| 0] 0] .0] 0] 1] 3) 1) 1 


Pathological changes in the thymus gland follow- 
ing the exposure of the gland to the Roentgen 
ray. These changes consist of various de- 
grees of atrophy of thymic tissue, great in- 
crease in the number of blood vessels, their 
intense engorgement with organizing throm- 
bi, thickening of trabeculae, increase of the 
reticula and other signs of advanced scle- 
rosis. 


A review of these figures will show that 
the raying of the rabbits had no effect 
whatever, even when the treatments were 
carried to the point where the thymus was 
destroyed. The thymus seems to be 
only one of a number of white cell-form- 
ing organs of the body, and it does not 
seem that its destruction or excision will 
cause such a tremendous decrease in the 


859 


4 
j 
i 


860 SOUTHERN MEDICAL JOURNAL 


number of white cells as has been stated. 
Stoerk!? has shown that the blood picture 
curve after thymectomy and thymus ex- 
tract injection shows practically the same 
change as when Roentgenized. In the 
work that I have been doing with cases 
of exophthalmic goiter the above blood 
findings seem to be substantiated. I am 
unable to see any connection between the 
white cell count and the clinical symptoms 
or the results. 

I can say definitely that very few of my 
cases of Graves’ disease, not over 10%, 
have shown a high lymphocyte count,— 
certainly not half so many as the number 
of enlarged thymi that have been said to 


complicate exophthalmic goiter. These 


findings do not correspond with Stohr and 
Weidenreich’s opinions that the cortex of 
the thymus is the chief source of the small 
mononuclear leucocyte. Kocher’s blood 
picture, namely a Jeucopenia and eosino- 
philia with great relative and absolute in- 
crease in the mononuclear elements, has 
rarely been seen in my series of cases. As 
I have said, the blood count in my hands 
has been of little value, and the same may 
be said of the x-ray pictures and fluoro- 
scopic examinations. 

I find that if we treat only those en- 
larged thymi that can be demonstrated by 
the X-ray picture and the fluoroscopic ex- 
amination, we will eliminate many cases 
which will greatly improve under Roent- 
gen treatment. I do not mean to say that 
this can not be done, but only wish to give 
my experience with six cases. For this 
reason I have given up this as a routine 
method of diagnosis as being of very lit- 
tle use and at times even misleading. In 
one such case with the three above-men- 
tioned examinations negative, I treated 
the thyroid a number of times with no re- 
sult. I then began raying the thymus 
alone, after which I was able to get a very 
good result, which began after the second 
treatment. 

The technique that I employ was pub- 
lished in the Medical Record September 
4, 1915; but I have since that time in- 
creased my dose of ray to 5 instead of 4 
points Hampson. Roughly, my present 
technique consists of giving 5 points H. 
of ray, filtered through 1 mm. of alumi- 
nium, over the thyroid and thymus regions 


every two weeks, the skin being protected 


from secondary rays by several layers of. 


chamois skin, the pastile being placed in 
a black envelope and secured to the rayed 
surface. The Coolidge tube is used, the 
anode of which is 814 inches from the 
skin. None of my cases have shown any 
more skin reaction than a temporary red- 
ness which comes on the day following 
treatment and which subsides ten days 
after the previous treatment. 


In the twenty-eight cases of Graves’ 
disease that I have treated, five, or less 
than 20%, have failed to show any real 
improvement. One of these cases was 
found to have pulmonary tuberculosis with 
an evening rise in temperature and pulse. 
As to be expected, I failed to lower the 
pulse in this case. One of these failures 
Was given corpus luteum, which lowered 
the pulse from 138 to 115 in one week. 
At this time she had a fright and the fol- 
lowing morning the pulse was 135, where 
it has remained in spite of ovarian ex- 
tract, ice bags applied to the tumor and 
X-ray. Another of these failures was 
rather an unusual case. She was a poor 
sleeper, had prominent eyes, was very thin 
and anemic and had a very large and dis- 
figuring goiter. Her most pronounced 
symptoms were weakness and a choking 


sensation. Her pulse was very good and | 


I never found it over 90. Treatment had 
no effect on this case, and I have never 
been able to make myself believe this was 
an uncomplicated case of. exophthalmic 
goiter or hyperthyroidism. The patient 
was 70 years old and I think that most of 
her choking symptoms could be attributed 
to pressure. 

In the twenty-three favorable cases I 
think the results compare very well with 
those obtained by surgery when one 
studies the material dealt with. Fully 
one-third of the twenty-three favorable 
cases had been advised against operations 
by medical men and surgeons. Two had 
been operated upon once, and one had been 
operated upon three times with no favor- 
able result. 

Dowd} says that 70% of his toxic cases 
show great improvement, Kuttner™’ 60%. 
Garre 80%, Mayo 70%, and Rogers” 
75%. I find that when the percentages 
are much higher than the above figures, 
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the cases have been selected and do not 
deal with what Dowd speaks of as toxic 
cases. In Garre’s results, 20% have per- 
sistent exophthalmos. 


The best results in my cases were seen 
in improvement in pulse, weight, tremor, 
sleeplessness, general nervousness, and 
the fact that they were able to do labor 
that was impossible before the treatments 
were instituted. The exophthalmos often 
persisted in spite of the treatments. The 
tumor was the next most difficult symp- 
tom to remove. Some of the results were 
truly remarkable. In two cases the ray- 
ing changed what appeared to be two 
hopeless cases of exophthalmic goiter com- 
plicated with mania into perfectly ra- 
tional and intelligent patients. 


One of these cases had been operated 
upon three times by leading surgeons of 
this country with no improvement in the 
exophthalmos,mental symptoms or tumor. 
This case also had Roentgen ray expos- 
ures over the thyroid ‘until she suffered 
from a second degree burn. Another case 
with a daily fever of 102° and a pulse of 
125 was relieved after the second treat- 
ment. I saw this patient on the 21st of 
February, one month after she was treat- 
ed, and her pulse and temperature were 
normal and she has gained 35 pounds in 
weight without any rest treatment of any 
kind. 


In simple goiter the ray has not been 
of the slightest use in my hands. Surgery 
is no doubt the best method of treatment 
for these cases. The pathology, as Dr. 
Hunter has shown, bears out the fact that 
squamous epithelium of the follicles oc- 
curs in simple goiter and explains why 
these cases are easier to influence than 
the exophthalmic goiter whose follicles are 
lined with columnal, more highly devel- 
oped and radiosensitive, epithelium. 


CONCLUSIONS 


1. That X-raying the thyroid gland alone 
will sometimes relieve the symptoms of 
Graves’ disease. 


2. That the blood count, fluoroscopic, 
and X-ray picture examinations are often 
misleading and should not have too much 
effect on prognosticating the favorable 
and unfavorable cases. 


3. That a large percentage of cases of 
exophthalmic goiter are associated with 
enlarged thymi, which many surgeons, to 
avoid dangerous post-operative symptoms 
and even death, advise resecting at the 
same time the thyroid is removed. This 
must greatly prolong and complicate the 
difficult operation of thyroidectomy in pa- 
tients whom we have always regarded as 
bad operative risks. 


4. That the Roentgen ray will quickly 
and painlessly atrophy the thymus gland, 
and for this reason should be the method 
of choice in all cases of exophthalmic 
goiter where enlarged thymi are sus- 


pected. 
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SCURVY VS. RHEUMATISM* 


By DANDRIDGE P. WEST, M.D., 


Lecturer and Instructor of Pediatrics, 
College of Medicine, Tulane Uni- 
versity of Louisiana; 


New Orleans, La. 


It has been very appropriately stated 
that, “Advertisements of numerous pro- 
prietary foods, together with an abun- 
dance of medical literature on scientific 
feeding of infants, have led both mothers 
and physicians into a false sense of se- 
curity in the practice of artificial feeding. 
The loss of infant life is so spread out 
over the entire country that the individual 


*Read in Section on Medicine, Southern Medi- 
cal Association, Ninth Annual Meeting, Dallas, 
Tex., Nov. 8-11, 1915. 
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physician does not appreciate his own re- 
sponsibility.” The healthy outward ap- 


pearance of the proprietary food baby. 


may satisfy the vanity of most physicians, 
but the results of this food indulgence can 
not be reckoned with until the baby has 
passed through that period of its life 
where nutritional disturbances are most 
likely to appear, and where the real test 
of the baby’s resistance is observed. If 
the bad effects of poor feeding were ob- 
served at once, we should not have very 
much of it. 

No one will doubt the advantages of high 
sugar diets proprietary foods are 
nothing more than high sugar diets — 
when it becomes necessary to tide a pa- 
tient over certain crises,*nor am I here to 
offer any protest against the use of pro- 
prietary foods in such cases. But the life 
of the bottle-fed infant—the nursing pe- 
riod of any infant—#is not made up of 
crises. And while, as I said, there may be 
times when the fat and protein of a food 
should be temporarily discontinued, and 
it then becomes necessary to use some form 
of food to allow for body expenditure, 
proprietary foods often subserve a very 
useful purpose. The persistent indulgence 
in such a practice, however,—the con- 
tinuation of proprietary foods,—is cer- 
tainly to be condemned. 

It is my purpose this evening to discuss 
briefly one of the two principal nutritional 
diseases that result from improper feed- 
ing, scurvy, and to differentiate it from 
the most frequent condition with which it 
is usually confounded, rheumatism. 

To begin with, what is scurvy? A nu- 
tritional disease due to some prolonged er- 
ror in diet. Whatever else may be in- 
cluded as a causative factor, this one thing 
stands out clearly and definitely against 
all arguments. . 

The disease is characterized by pain 
and swelling of limbs, spongy bleeding 
gums, certain hemorrhagic manifestations, 
marked anemia, and absence of fever. It 
begins insidiously and, because of its of- 
ten mild character and rapid subsidence 
under change of diet, is often overlooked. 

With the decrease in frequency of 
scurvy in adults there is on the other hand 
still a wholesome percentage occurring 
among infants. Reason for the former 
state of affairs may be attributed first to 


our better understanding of the disease, . 


and secondly, to the general improvement 
of food diets which incidentally constitute 
an anti-scorbutic treatment. The con- 
tinuation of scurvy among infants may be 
attributed largely to the persistent usage 
of boiled, sterilized or proprietary foods. 

You may well ask why we do not find 
scurvy more often among the poorer 
classes and tenement districts where, as 
is well known, proprietary foods, particu- 
larly condensed milk, are generally used. 
For the reason that while this class of pa- 
tients is recklessly fed so far as scientific 
methods are concerned, it is also given 
“tastes of this bit of fruit, or of potato, 
or other table food.” The early indul- 
gence of this anti-scorbutic diet prevents 
the development of scurvy that might have 
occurred otherwise. As Dr. LaFetra puts 
it, “One might say that the hygiene of the 
proprietary food, so far as sterilized and 
great care against germs are concerned, 
is altogether too good.” 

The first symptom of scurvy noted is 
usually pain and tenderness of the lower 
extremities. This symptom is due to sub- 
periosteal hemorrhage, and may become so 
extensive as to cause separation of the 
epiphyses from the shaft of the long bones. 
Or, it may assume the form of large blu- 
ish swelling, which has more than once 
been taken for malignant disease, espe- 
cially when associated with marked ca- 
chexia and anemia. Still, of London, as- 
serts that the disability and swelling of the 
femur or tibia have at times led surgeons 
to explore the bone for deep abscesses. 
Hemorrhages of the visceral organs may 
also be expected. It is reported that a 
certain distinguished surgeon of New 
York City was called one night by two 
physicians to operate for intussusception 
upon a child just under eight months of 
age. The child was apparently in a condi- 
tion of shock and was having crampy pains 
and bloody mucous stools. An exploratory 
operation seemed advisable, but during its 
course the infant went into collapse. While 
efforts at artificial respiration were being 
made, the gums were observed to be 
spongy and bleeding. The baby died. Fur- 


ther examination by daylight and close 


questioning into the previous feeding his- 
tory proved without doubt that the child’s 
bloody defecations were of scorbutic ori- 
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gin, no intussusception having been found 
upon operation. 

Coincident with the pain of the extrem- 
ities may be seen the peculiar character- 
istics in the mouth,—swelling, discolora- 
tion, spongy gums, bleeding easily on irri- 
tation and often preventing the patient 
from taking its food. If untreated the 
case rapidly assumes a more severe form. 
The pain becomes exquisite, hemorrhagic 
conditions appear on the skin surface in 
the form of purpuric spots. Joints may 
become involved, orbital sockets may be 
infiltrated, and marked anemia be noted. 
“The baby is,” in the words of Dr. Holt, 
“truly a pitiable object.” 

But where does rheumatism play its 
part? 

The reasons I have for bringing rheu- 
matism into the discussion are: First, 
the great frequency with which the condi- 
tion is confounded with scurvy; secondly, 
the possible grounds for the mistaken di- 
agnosis; and thirdly, the desire to empha- 
size the main differential points. 

Now many of you may think that a mis- 
take in the differential diagnosis of two 
so entirely different diseases is absurd; 
but when I tell you that fully 75% of those 
cases of scurvy brought to the hospital 
are there because of their failure to re- 
spond to anti-rheumatic treatment, I 
think that you will agree with me that 
the question is an important one, and that 
there is still considerable room for im- 
—— in our knowledge of the condi- 

ons. 

With the increasing knowledge of rheu- 
matism comes the establishment of this 
fact, that of all diseases to which children 
are liable none is so varied in its mani- 
festations as rheumatism. 

The slight stiffness of limbs with pain 
on motion, especially during the early 
morning hours, the occasional stiff neck, 
the persistent muscular pains—perhaps in 
the hips with slight limping, — certain 
marked habit spasms, and more or less 
frequent attacks of sore throat, may be 
waved aside by many physicians with the 
consoling diagnosis of “growing pains,” 
nervousness or tonsillitis, but the subse- 
quent development of more serious condi- 
tions, such as cardiac disease, should force 
the conclusion that we have been dealing 
with the true rheumatic complex. More- 
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over, we are to realize with the facts at 
hand that chorea, pericarditis, and endo- 
carditis are closely associated with rheu- 
matism and may, in fact, be the first symp- 
toms noted of the existence of the disease. 
Rheumatism, as estimated by Sir Dyce 
Duckworth, is the cause of 75% of cho- 
reas; and if the rheumatc manifestations 
had been recognized during early child- 
hood, with proper treatment instituted 
then, there would, perhaps, be no chorea 
to treat later on. 

From a differential point of view, the 
age incidence of scurvy and rheumatism, 
respectively, should make one cautious. 
Since scurvy is considered a nutritional 
disease depending upon some prolonged 
error in diet, it naturally follows that the 
age incidence, or the time of the first man- 
ifestations of the disease, must be several 
months after birth. According to the 
splendid report of the American Pediatric 
Society, the age incidence is placed be- 
tween seven and fourteen months. 

In spite of the peculiar characteristics 
of rheumatism, which might bear some 
similarity to scurvy, in spite of its varied 
manifestations, rheumatism is not a dis- 
ease of infancy, or that period when nu- 
tritional disturbances are observed. It is 
a pretty safe rule that a diagnosis of rheu- 
matism in a child under two years is a 
mistake. Dr. Still records not having seen 
a single case under two years among 1,027 
children, all with apparently definite evi- 
dences of rheumatism. That a few au- 
thentic cases occurring under one year 
have been reported bids us keep on the 
lookout, but they are so few that our diag- 
nosis must be carefully guarded. 

Again, a case of scurvy may have cer- 
tain joint signs which appear as a typical 
joint of rheumatism, but on closer observa- 
tion it will be noted that the lesions pres- 
ent are not in the joint at all, a fact which 
should at once put the observer on his 
guard. 

No wonder, then, that a physician who 
is not familiar with the various manifesta- 
tions of rheumatism in childhood, and 
who regards arthritis as a necessary 
symptom for his diagnosis, will not only 
overlook the majority of his cases of rheu- 
matism, but is very likely to err in favor 
of scurvy. 

Unless, therefore, physicians familiarize 
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themselves more with the characteristics 
of each disease, we are going to have the 
two conditions confused. Moreover, so 
long as we continue to adopt the sugges- 
tions of the proprietary food manufact- 
urer, we are going to continue to have 
scurvy. 

As for the prognosis and treatment, I 
shall have to omit the discussion on rheu- 
matism, but as for scurvy only a word 
need be said. The prognosis depends upon 
the early recognition of the disease, sever- 
ity of the symptoms, and the complica- 
tions. Death in untreated cases results 
usually from hemorrhage, exhaustion and 
broncho-pneumonia. In recognized cases, 
the treatment is highly satisfactory, and 


none is more easily instituted. It may be - 


covered briefly by the rules: discontinue 
all previous feedings, especially if they 
have been patented, boiled or sterilized; 
give fresh milk, fruit juices and, if the 
digestion will stand it, puree of potato or 
green vegetables. In all suspected cases 
the effect of treatment —the therapeutic 
test—is of the greatest value, inasmuch as 
the results show in forty-eight hours, and 
no harm as a rule can be done by waiting 
so long. 

In conclusion, if in doubt when the 
baby is unduly irritable on being handled, 
and shows, perhaps, local manifestations 
of joint pains, preclude first the idea of 
rheumatism, change the diet to raw milk, 
and give orange juice. 


Cusach’s Building. 


DISCUSSION. 


Dr. L. R. Debuys, New Orleans, La.—At this 
time, when our knowledge has increased so mate- 
rially, there should be no reason for confusing 
these two diseases. A paper like this occasion- 
ally, however, serves as a reminder that these 
two diseases should not be confused one with 
the other. 

I want to add that if a routine examination of 
the patient’s urine {ts made, including a micro- 
scopic examination for blood, there will fre- 
quently be found evidences of scurvy earlier. 

Another point we should bear in mind is that 
whenever babies are put on artificial foods a 
teaspoonful or two of orange juice should be in- 
cluded in the daily diet so as to prevent the de- 
velopment of scurvy. 

Dr. Frank P. Gegenbach, Denver, Colo.—I re- 
cently had occasion to look up the subject of 
scurvy and came across an article by Rachford; 
and in that article he gives a report of the Amer- 
ican Pediatric Society as to the nature of the 
food upon which these various cases of scurvy 


were fed. As I recall there were 214 cases, and 
of this number 114 were fed upon proprietary 
foods, exclusive of condensed milk. There were 
60 cases fed upon condensed milk, and 20 cases 
upon Pasteurized milk; 5 cases upon raw cows’ 
milk and 12 cases upon breast milk. 

That leads me to mention a point I would like 
to have brought out in the discussion of the paper 
upon weaning, and that is I take a rather middle 
ground between what Dr. DeBuys and Dr. Snyder 
advocatéd. Dr. Snyder rather held that if the 
supply of breast milk is sufficient, you can keep 
the baby on it exclusively for a whole year, 
while Dr. DeBuys favors weaning at nine months. 
I believe in early feeding. 

If the child can not have good breast milk I 
give it bottle food, and at seven or eight months 
I give other foods, starting with orange and prune 
juice along the line Dr. DeBuys suggested. Then 
I start with cereals, broths, beef juice, and so 
on. In other words, cases of scurvy under breast 
milk are due to the fact that they have been 
kept upon breast milk too long rather than that 
the breast milk during the ordinary nursing time 
was deficient in some food element that inclines 
to scurvy. 

There are practitioners who believe that some 
change occurs in the albumin and salts in the 
foods as a result of the boiling and that that 
change is the real cause of scurvy. We are not 
absolutely sure what scurvy is, but we know it 
as a symptom complex, and that it most fre- 
quently occurs under the use of proprietary foods, 
and, in the second place, under the use of cows’ 
milk that has been sterilized. In Germany, 
where they boil practically all milk, they claim it 


only occurs in cases where cows’ milk is boiled 


twice. It occurs where the quality of the milk is 
so poor that dairymen boil the milk first, and the 
people as a routine measure boil it as soon as it 
gets into the house. 


AUTOGENOUS BACTERIAL VAC- 
CINES IN THE TREATMENT 
OF BRONCHITIS* 


By J. E. ROBINSON, M.D., 
and 
D. W. ‘QUEEN, M.D:, 
King’s Daughters’ Hospital, 
Temple, Tex. 


It can hardly be said that material prog- 
ress has been made in the use of bacterial 
vaccines since their introduction by 
Wright. 

It was hoped that we would have a tab- 
ulated report from the Inoculation De- 
partment of the St. Mary’s Hospital; but 


*Read by title, Section on Medicine, Southern 
Medical Association, Ninth Annual Meeting, Dal- 
las, Tex., Nov. 8-11, 1915. 
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unfortunately or fortunately, as the case 
may be, Wright is not a believer in sta- 
tistics. Statistics compiled today are gen- 
erally undertaken to substantiate or dis- 
prove some previously formed conclusion; 
and any deductions drawn from them are 
naturally exaggerated on one side or the 
other, or may be entirely erroneous. The 
experiences of different men who have re- 
ceived variable degrees of training and 
who are working under different environ- 
ments are so much at random that noth- 
ing approaching any definite conclusions 
can be drawn from their reports. 


Dr. Hester Mackinzit! says that he has 


“yet to see a case recover under vaccine 
treatment that would not have recovered 
under ordinary treatment.” Dr. Batty 
Shaw! is of the same opinion. 

Dr. John D. Allen? reports “48 cases of 
acute and chronic cystitis and pyelitis 
with 41 complete cures,” a modest 85%. 
He also reports 75 cases of chronic gonor- 
rhea treated with vaccines with marked 
improvement and complete recovery in all, 
a modest 100%. * 

When aseptic surgery was in its in- 
fancy the literature was full of conflicting 
reports due to conclusions formed by in- 
sufficiently taught and trained workers. 
The Roentgenologist is suffering from the 
same trouble and from lack of a standard 
for equipment today. But with the im- 
munologist a still greater variance can be 
found in the matter of dosage. 

- Dr. W. M. Crafton! gives as high as 
30,000 million staphylococci as a maximum 
dose and 10,000 million streptococci as a 
maximum dose. 
_ Dr. Max L. Mendel? recommends only 

100 million staphylococci as the maximum 
dose and from 25 to 100 million strepto- 
cocci as the maximum dose. 

It is not surprising, then, that the in- 
ternist, when he undertakes therapeutic 
immunization, finds himself lost in the 
literature of medical journals and accepts 
the dose and indications as printed on 
the labels by the different pharmaceutical 
houses, which no doubt approach a greater 
degree of accuracy than he could get by 
indiscriminate reading of the literature. 
_ The methods of growing and standard- 
izing vaccines have received more atten- 
tion from laboratory workers than thé 
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question of dosage or therapeutic results. 
These standards are fairly well fixed; 
and it is a question of individual honesty 
whether an autogenous vaccine is prepared 
with a view of giving the greatest im- 
munizing properties with the least dis- 
agreeable results, or whether it is thrown 
together with the view of turning it out 
in the shortest possible time and with the 
smallest expenditure of energy as the aim 
to be obtained. 

The work of Vaughan and others has 
shown that much of the intense local and 
general reaction accompanying the admin- 
istration of vaccines is due to protein poi- 
sons carried over from the culture medium, 
which has little to do with immunizing 
the subject against the bacteria present. 
We have, therefore, adopted the method 
advised by Stone‘ and others of getting 
rid of excessive amounts of protein. 

The method of standardization first in- 
troduced by Wright is largely used. This 
is subject to 20 to 30% error when used 
by an experienced worker, and the chance 
of error is much greater in the hands of 
a novice. The hemocytometer chamber 
described by Glynn,’ Mallory and Wright® 
and others is to be preferred; and while 
this calls for an extra expenditure in 
equipment, we believe that this expendi- 
ture is justified. 

While it is generally conceded that the . 
administration of autogenous bacterial 
vaccines in simple bronchial catarrh is 
justifiable, our experience and the experi- 
ence of a number of other workers leads 
us to believe that it is also beneficial in 
pulmonary tuberculosis, where the condi- 
tion is not acute and where symptoms 
due to a secondary infection are pro- 
nounced. In a series of articles appearing 
in the Journal of the American Medical 
Association on “Preventive Medicine” 
the assertion is made that “vaccines will 
often aid in the cure of chronic tubercu- 
losis.” 

Dr. H. S. Habershon® states that “when 
the tuberculous infection in the lungs is 
not active and the secondary symptoms 
of bronchial catarrh pronounced,” he has 
“obtained excellent results with autoge- 
nous vaccines.” Dr. O. Frankfurter? re- 


ports 50 cases in which the secondary in- 
fection in pulmonary tuberculosis was 
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treated with vaccines, and states that “25 
cases, or 50%, were cured of their cough 
and expectoration.” W. F. Wittich”® re- 
—_ 196 cases treated with favorable re- 
sults. 

None of these authors contend, of 
course, that vaccines are curative of the 
tuberculous infection, but that they are 
efficient means of combating two of our 
most distressing complications — cough 
and secondary infection. 

Our own experience is based upon the 
preparation of 300 autogenous vaccines 


for pulmonary infections. Of these, prac-_ 


tically all were administered in part or 
entirely by other physicians under our 
direction. Of these, we have complete 
reports on 30. Twenty-two were reported 
cured after one year. Eight were not ben- 
efited or suffered relapse. Of the 40 cases 
with partial report, 36 reported an im- 
proved condition and 4 reported no change. 

The ultimate results in the cases com- 
plicated by pulmonary tuberculosis will 
have to be reported by those having them 
under observation. But that a stopping or 
diminution in the amount of the cough 
and expectoration and the controlling of 
the temperature, if only for a few months, 
would be a material factor in the ultimate 
cure of the patient, can not be denied. We 
must not lose sight of the fact that an 
active immunity may last only for a few 
months, and that during this time the 
general health of the patient must be 
brought to a high standard through rest, 
dietetic. and hygienic means or a relapse 
will be most probable. 

It has not been our custom to exclude 
from a vaccine any organism that will 
grow on blood agar at 37.5° C., but rather 
to prevent an overgrowth of organisms 
whose pathogenicity is doubtful. 

Entirely too much stress has been placed 
upon determining exactly whether or not 
we have secured the organism producing 
the disease. This is a matter of impossi- 
bility when preparing vaccines from spu- 
tum. The question of doing an agglutina- 
tion test is of doubtful efficiency; for we 
do not know in what strength the organ- 
ism in question produces agglutinin or the 
amount of normal agglutinin in the pa- 
tient’s serum. The matter of securing a 
negative and positive control would also 


exclude this test as well as the comple- 
ment-fixation test and others. 

Dr. Henry Hanson" in a paper before 
this Association last year cautions us to 
be sure that we always have the exact or- 
ganisms. He says: “As important as all 
the foregoing, is the matter of being abso- 
lutely certain that you have the organism 
that is the cause of the disease.” Yet he 
does not tell us how to do this. Such a 
procedure, if not impossible, is certainly 
impractical. 

Dr. E. D. Holland, in discussing Dr. 
Hanson’s paper, says: “To have a real 
autogenous vaccine, it should contain the 
bacteria present in the same ratio as was 
found by an actual count from a smear 
taken from the secretion.” This does not 
necessarily hold good that the number of 
bacteria of each variety required to pro- 
duce immunity is somewhat constant. 
Counts made from different smears taken 
at the same time and on different days 
show a wide difference in number. Hence, 
a vaccine standardized on this principle 
would be open to grave errors. 

It is important that sputum from which 
a vaccine is to be made should be coughed 
from the lungs, that the mouth should be 
thoroughly cleansed beforehand (plenty 
of water and a brush is all that is needed; 
antiseptics should not be used) and that 
the sputum should be expectorated at once. 
The lump or lumps from which the culture 
is to: be made should be washed with 
sterile distilled water and then broken up 
with glass beads or “squeegide.” If this 
is done the bacterial flora in culture is 
never very heavy, and there is no scientific 
reason for excluding any of them from the 
vaccine unless we are sure that it is a 
contamination. 

We feel sure that many times bacteria 
which are ordinarily non-pathogenic as- 
sume a degree of pathogenicity in the 
lungs. 

While blood agar is used for platings, 
we prefer, when possible, to grow the bac- 
teria from which the vaccine is made on 
good stiff agar or neutral bouillon. 

Sterilization is done at 56° C. for one 
hour, and then suspended in 0.25% phenol 
in 0.85% salt solution and cultured, after 
which it is placed in 1 ¢c. c. ampules and 
sealed. 
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Where the vaccine is kept in the Labo- 
ratory and we personally supervise its ad- 
ministration, only the first dose is heated. 
We have found that 0.25%, or at most 
0.85%, phenol destroys the vitality of the 
organism in a few days and that the vac- 
cine is more potent. Where the vaccines 
can be cultured from time to time, we be- 
lieve that this is safe, but have not con- 
sidered it safe to send them out for gen- 
eral use. 

An attempt is made to standardize so 
that the total number of bacteria will be 
1,000 millions per c. c. This facilitates ease 
in administering the dose, as each 0.1 c. c. 
then represents 100 million bacteria. 

The first dose is generally 0.2 or 0.3 ¢. 
ce. (0.1 ¢c. c. is, roughly speaking, two 
minims). This dose may be repeated in 5 
to 10 days, increasing 0.1 to 0.2 c.c. each 
dose, depending upon the reaction secured 
from the previous dose. Reactions are of 
two kinds, local and general. The local 
reaction consists of a redness and swell- 
ing at the point of inoculation, which 
should be about 2 or 214 inches in diam- 
eter and should last 2 or 3 days, with some 
tenderness to touch. The general reaction 
is from nothing to a feeling of malaise 
with an increased cough and expectora- 
tion and a rise of temperature. If tem- 
perature is produced or if the local reac- 
tion is greater than 214 inches, the dose 
is excessive and the next dose should not 
be increased, but reduced if thought ad- 
visable. Many patients will complain of 
a feeling of malaise and increased expec- 
toration if advised that these symptoms 
may occur. 

As the bacteria tend to settle to the bot- 
tom and sides of the container, it is well 
that the ampule be thoroughly shaken be- 
fore being opened. 

Any convenient location may be selected 
for giving the inoculation; but as vaccines 
produce immunity more readily when 
injected into the intracellular tissue, care 
should be taken not to inject it into the 
muscie or too near the skin. 

In conclusion, we wish to say that an 
autogenous bacterial vaccine insures a cor- 
rect bacteriological diagnosis, which is the 
one essential in all vaccine therapy. 
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BORDER-LINE PROBLEMS IN DIGES- 
TIVE PATHOLOGY INVOLVING 
BOTH MEDICAL AND SUR- 
GICAL TREATMENT 


By THOMAS R. Brown, M.D., 
Associate in Medicine, Johns Hopkins 
University; Assistant Visiting Phy- 
sician and Physician in Charge 
Gastro-Intestinal Clinic, Johns 
Hopkins Hospital, 

Baltimore, Md. 


In no line of pathological physiology 
does the solution of the problems involved 
draw so closely together the physician and 
the surgeon as in the case of those of the 
digestive tract; in no line is the welfare 
of the patient so dependent upon the deli- 
cate balancing of the arguments in favor 
of the medical as opposed to the surgical 
treatment, and vice versa; and in no series 
of cases is correct diagnosis so difficult 
and interpretation of signs and symptoms 
so susceptible of such variations accord- 
ing to the method of approach. In fact, 
from esophagus to rectum we meet at al- 
most every level many complicated border- 
line problems. 

For this reason it has seemed to us that 
it might be of interest to discuss certain 
of these problems, some of major and oth- 
ers of minor interest based entirely upon 
our clinical experiences of the past few 
years,—not large enough, perhaps, to war- 
rant our formulating iron-bound rules, 
but of sufficient extent to suggest the 
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drawing of certain conclusions, and at 
least to stimulate discussion on this sub- 
ject of real interest. It has seemed to us 
as most advisable to discuss in turn the 
medical-surgical aspects of these condi- 
tions, taking up in order esophageal dis- 
eases, gastric cancer, pyloric-duodenal 
ulcer, gall-bladder disease, visceroptosis, 
chronic appendicitis, various types of ad- 
hesions, post-operative and otherwise, cer- 
tain types of intractable diarrhea, and 
fecal stasis with symptoms of auto-intox- 
ication. 

We realize, of course, that in even as- 
suming that there is a medical aspect to 
certain of these cases we may be flying 
against popular prejudice, for no one can 
fail to realize that this is a surgical age in 
which we live, and many of the laity would 
far prefer to risk death surgically than 
to live, albeit a bit impaired, under a be- 
neficent medical regime. 


ESOPHAGUS 


At the present writing thoracic surgerv 
is not capable of successfully treating di- 
rectly the fundamentally surgical diseases 
of the esophagus,—carcinoma, ulcer, stric- 
ture secondary to erosions of various 
kinds,—and so in these cases medical or 
mechanical treatment must for the most 
part be substituted. And vet surgery has 
been used indirectly with considerable suc- 
cess, at least as regards symp! oms, —a 
gastrostomy to relieve the esophagus of 
food irritation, to nourish the patient, and 
even to dilate the obstruction through the 
stomach opening. In the case of eardio- 
spasm, or according to manv not a spasm 
of the cardia but of the esophagus above 
the cardia where it passes through the dia- 
phragm, We are also dealing with a real 
border-line problem, for neither method 
of approach has been singularly success- 
ful. A non-irritating dietary, olive oil or 
other lubricant, belladonna—the most im- 
portant drug—in maximum doses, bro- 
mids even combined with dilatation by 
olive-bougies, or by water or air pressure 
over a long period of time, is often fol- 
lowed by only partial improvement and a 
marked tendency to relapse. 

Here, of course, we must always recog- 
nize two factors of prime importance if 
we can hope for even partial success, — 


first, the underlying nervous instability or 
irritability of many of these cases; and, 
second, the fact that in many the spasm 
represents a reflex stimulation from dis- 
eased conditions elsewhere, usually from 
within the abdominal cavity, a chronically 
diseased appendix, a pyloric or duodenal 
ulcer, a high grade of visceroptosis, as in- 
sisted upon by Rovsing, and possibly even 
diseased conditions in the prostrate gland 
or in other pelvic organ. And in these 
cases removal of appendix, medical or sur- 
gical cure of the ulcer, proper support of 
the displaced viscera, etc., may be neces- 
sary to supplement the local measures be- 
fore success is obtained. Why the level 
at which the spasm is met is usually the 
same in the majority of cases is difficult 
to explain except possibly it is where the 
esophagus penetrates the diaphragm, and 
this represents a definite tendency toward 
constriction. Even in these cases of esoph- 
ageal spasm resting of the esophagus 
combined with digital or instrumental dil- 
atation through a gastrostomy opening 
has been done in a few cases and cures 
reported thereby. (No better review of 
this subject could be mentioned than that 
from the pen of Dr. B. B. V. Lyon recently 
published. ) 

In discussing digestive symptoms one 
should never forget the large role often 
played by diseased conditions of the teeth 
and the great debt we owe to dental sur- 
gery in helping to clear up many intract- 
able digestive conditions. 


CANCER OF THE STOMACH 


In discussing gastric cancer there are 
three main types to be considered,—first, 
where cancer has developed upon an old 
ulcer base; secondly, where the cancer 
symptoms develop often insidiously in 
cases with previously normal digestion; 
and, thirdly, cases in which upon a basis 
of a previous dyspepsia of functional or 
benign type of long duration symptoms 
supervene which are finally shown to be 
due to a malignant growth, practically 
hopeless therapeutically until our radio- 
logical or biological means of correct diag- 
nosis are far more exact than they are at 
present. 

In the first group, cancer developing 
upon an ulcer, our treatment must largely 
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depend upon our feeling as to the fre- 
quency of transition from ulcer -to cancer, 
considered to be very great by many, not- 
ably the Rochester school and its follow- 
ers, much less by the large majority of 
clinicians devoting their efforts especially 
to digestive problems. If every ulcer is a 
potential cancer there is no border-line 
problem in this group,—such cases are 
frankly surgical, and justify immediate 
operation with resection of the ulcer if 
possible. And yet our experience has cer- 
tainly been opposed to such a radical 
course, and we have felt that only in those 
cases with falling acid content of gastric 
juice, with persistent bleeding under bland 
diet, and with change in the clinical pic- 
ture, is operation to prevent malignant de- 
generation always justifiable. 


In the second group we have a much more 
clean cut problem. These are the classical 
cases of Kussmaul, in which symptoms of 
dyspepsia without apparent cause appear 
in the case of patients in the forties or 
fifties with previously normal digestive 
histories. Whether the symptoms appear 
early or late depends largely upon the site 
and nature of the growth. Unfortunately 
with the usual seat of predilection, the 
lesser curvature behind the costal arch, 
the growth may have reached an aston- 
ishing size before any symptoms make 
their appearance, while if pylorus or car- 
dia be first affected with their signs of ob- 
struction, or anterior surface with its ease 
of palpation, earlier diagnosis should be 
easier. 

With the failure of colloid selenium and 
colloid copper, of radium or other forms 
of radiation, and of the more truly biolog- 
ical methods of treatment, surgery seems 
to be the only hope. And I feel convinced, 
and strongly so, that in this group of 
cases We are absolutely warranted in per- 
forming an exploratory operation at the 
first appearance of digestive symptoms in 
patients in middle life, whose digestive 
slate has been previously clean; for I be- 
lieve firmly from an analysis of many 
cases operated upon,—not at the time of 
the first appearance of symptoms, but 
months later when the diagnosis could be 
made with surety,—that an earlier opera- 
tion in certain of these cases would have 
been productive of a real cure, and in wait- 
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ing too long for definite diagnosis signs we 
have taken away the one chance of cure. 
If we wait for large filling defects on the 
fluoroscopic screen, or upon the X-ray 
plate, or for the absence of hydrochloric 
acid from the digestive juice with increase 
of the soluble protein content, or even for 
persistent occult blood in the stool, or any 
other of the surer signs of cancer, we 
will have waited too long. 

I am unfortunately one of those lacking 
in faith in the probability of early diag- 
nosis of cancer of the stomach by persist- 
ent slight filling defects in the gastric 
contour. I have seen too many cases defi- 
nitely diagnosed by this means found on 
the operating table not to be carcinoma; 
and so I can not help feeling that until 
means of earlier diagnosis are furnished 
us, — more probably from purely biolog- 
ical studies, variations in ferments and 
anti-ferments, etc., in the blood,—we must 
perforce either wait too long in these 
cases or on insufficient evidence, I.admit, 
advise early surgical interference in the 
hope of a real cure. 


ULCER 


In the case of gastric and duodenal ul- 
cer certain cases are obviously surgical 
without discussion, — cicatricial, callous 
ulcers with increasing obstructive phe- 
nomena, those with perigastritis or peri- 
duodenitis, suggesting the possibility of 
early perforation, those with persistent or 
alarming hemorrhage, those with sugges- 
tive evidence of beginning malignant de- 
generation,—in our experience a small 
group. Others, on the other hand, accord- 
ing to most clinicians, are purely medical, 
as the superficial or mucous ulcer of stom- 
ach or duodenum. Think how many su- 
perficial scars of such ulcers are seen at 
the autopsy table, although those who 
believe in the malignant potentiality of 
such ulcers think that this group also is 
surgical. 

Pyloric obstruction is not a simple con- 
dition; it is made up of two factors in 
varying proportions,—-the true organic 
part and the associated spasm. Our ex- 
perience in the past few years has made 
us feel that it is almost impossible ap- 
proximately to determine the relative role 
played by each of these except by careful 
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clinical observation under the most ap- 
proved dietetic, hygienic and medical ther- 
apy, and that in certain cases a meat- 
free diet or the Sippy treatment, persist- 
ence in non-irritating foods, the adminis- 
tration of large doses of belladonna and 
of alkalies, local heat, etc., sometimes re- 
duce an obstruction of maximum grade 
to one so slight that it may be scarcely if 
at all noticeable. Then, too, one must 
never forget the possibility of an asso- 
ciated lues—in the last three months we 
have seen three typical cases of ulcer with 
high-grade obstructive phenomena divest 
themselves of their symptoms as if by 
magic under specific treatment. 


If an ideal operation were given us for 
gastric and duodenal ulcer the question of 
their proper treatment would not be so 
pertinent, but in the majority of cases 
such an operation is not possible. Cer- 
tainly in these cases pyloroplasty is the 
operation of election, as it leaves the vis- 
cus in a comparatively physiological con- 
dition, and is not likely to be followed by 
the unpleasant symptoms met with in 
other operations. Unfortunately the op- 
eration is not applicable in very many 
cases, due to dense adhesions or posterior 
situation of the ulcer; and, therefore, in 
the majority of cases a gastro-enterostomy 
must be substituted,—an operation singu- 
larly unphysiological. It is likely to be 
followed often by impaired digestion, not 
so much gastric, it is true, as jejunal and 
pancreatic, due in the former case to the 
rapid evacuation of an acid and coarse 
gastric contents into a portion of gut, pri- 
marily habituated to soft alkaline chyme. 
In the latter case it is to disturbance of 
the normal method of pancreatic stimu- 
lation. And there is always, of course, 
in addition the possibility of the estab- 
lishment of a vicious circle, and of the 
development of toxic symptoms best in- 
terpreted as due to a partial high intesti- 
nal obstruction. Whether complete resec- 
tion of the pylorus in association with a 
gastro-enterostomy facilitates the func- 
tioning of the stomach must be seriously 
considered; for although it adds consid- 
erably to the danger and difficulty of the 
operation, nevertheless, those who prac- 
tice it claim far better results than by the 
simple gastro-enterostomy alone. Cer- 


tainly the much neglected pyloroplasty 
with its more physiological basis, and the 
practical impossibility of subsequent ob- 
struction, should always be performed 
whenever possible. 


GALL-BLADDER 


Surgery of the upper right quadrant of 
the abdomen is always more or less un- 
satisfactory, but in no case more than 
that of the gall-bladder. To operate or 
not to operate, balancing the relative value 
of lessened possibility for malignant de- 
generation and probability of complete 
cure on the one hand, with the chance of 
persistent pain due to adhesions in place 
of transient pain, various obstructive phe- 
nomena, and disturbance of the secretory | 
functions, on the other. Cholecystotomy 
with the possibility of reformation of 
stones, or cholecystectomy, with its subse- 
quent .persistent and intractable diarrhea 
in a certain number of cases must also be 
under discussion if operation is to be de- 
cided upon. Certainly a number of these 
cases can be marvelously helped, and 
sometimes symptomatically cured, by per- 
sistence in careful dietetics and medica- 
tion. 

A very interesting group of cases is 
that which with all the symptoms of gall- 
stones yet which on operation shows no 
calculi, but only a thick inspissated bile. 
Perhaps some of the relief of symptoms 
following. cholecystectomy in this group 
of cases is due to a persistent dilatation of 
the common duct following this operation, 
as suggested by the Mayos, and perhaps 
the diarrhea following cholecystectomy in 
certain cases may be due to this same com- 
mon duct dilatation with its attendant in- 
creased flow of bile and pancreatic juice 
into the duodenum. 


VISCEROPTOSIS 


The pendulum has swung so far back 
that it is hard to remember that it was 
but a few years ago that gastropexies and 
colopexies were frequently done in viscer- 
optosis. We know now that in the vast 
majority of cases downward displacement 
of the viscera is medical or orthopedic, 
if you will, but not surgical. One has but 
to study these cases under the fluoroscope 
in both prone and upright position to real- 
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ize the wide range of movement of all the 
hollow viscera, and to appreciate what 
may be done by posture, forced extension, 
respiratory movements, measures designed 
to increase abdominal fat, to improve the 
tone of the abdominal and the intestinal 
musculature, and the application of suit- 
able abdominal supports. Certainly while 
some of us may feel that certain of the 
orthopedists have gone a bit too far, there 
is more than a germ of truth in their feel- 
ing that only by a fundamental change in 
body form can we hope to get a real cure 
in this group of cases. It is a condition 
only to be obtained and obviously so after 
many months of treatment and is not to 
be wondered at when we remember that 
most of these cases have inherited an 
atypical body form. Our object must be 
to convert this congenital abnormality into 
a shape better suited to the upright posi- 
tion of man. 

We Americans are far too anxious to 
get results too quickly; but in this group 
of cases quick results are impossible. To 
change the form to which a body is em- 
bryologically committed must perforce re- 
quire great effort, and what is of far more 
importance, much time. Persistence in 
posture, rest after meals, proper diet, and 
various stimulating, strengthening and 
fattening measures, will often in these 
cases give marvelous results. 

But there are certain conditions asso- 
ciated with visceroptosis in which surgery 
has a right to be considered, as in the case 
of intestinal stasis with adhesions and 
toxic manifestations, which we shall touch 
upon subsequently, in marked sigmoidal 
kinking associated with obstinate and in- 
tractable constipation in which sigmoid- 
opexy may give remarkable relief, and 
lastly in a group of cases simulating in 
their signs and symptoms gastric ulcer 
with pyloric obstruction. We have fol- 
lowed this last group very carefully for 
the past few years, making many fluoro- 
scopic studies in both the prone and up- 
right position, and we are firmly con- 
vinced that some and probably most of 
these cases owe their symptomatology to 
the association of a high-grade downward 
displacement of the stomach, with a con- 
genitally fixed high duodenum. In the 


prone position there are practically no 
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symptoms, but in the upright position we 
have traction, spasm, obstruction, and 
typical ulcer symptoms. Nothing shows 
more beautifully the reason for this than 
studies upon the fluoroscopic screen,—the 
much higher, not irritated stomach in the 
prone position, and the low, atonic stom- 
ach with the spastic pylorus, difficult evac- 
uation and prepyloric bulge in the upright 
pose. 

Certainly in the more marked cases of 
this type relief is extremely difficult by 
the usual means, and in a certain propor- 
tion of these cases we have had a pyloro- 
plasty performed with, in most cases, re- 
markable improvement. After all, this is 
a rational procedure, for in its very na- 
ture the pyloroplasty offers just what the 
cases need,—a wider pyloric opening, and 
the practical impossibility of the develop- 
ment of obstructions, as the sphincer mus- 
cle is so cut that in its new horseshoe form 
it can not produce true sphincter action. 

Similar treatment is certainly justifi- 
able in those cases of pyloric obstruction 
in the upright position due to the traction 
of adhesions between gall-bladder or he- 
patic flexure and pylorus or duodenum. 
The origin of these adhesions is problem- 
atical. Possibly they are secondary to a 
mild cholecystitis which has_ entirely 
cleared up, or a superficial pyloric-duo- 
denal ulcer that has healed, or are meta- 
static from diseased conditions elsewhere 
in the abdominal cavity, such as a chronic, 
sub-acute or even acute appendicitis, or 
possibly to a chronic pancreatitis, in which 


last case Deaver and others believe that a 


palpable gland at the junction of the he- 
patic and cystic ducts is pathognomonic. 
This group of cases has been of singular 
interest to us from our comparative fluo- 
roscopic studies made in the upright and 
prone positions. In the former the ob- 
structive signs are marked; in the latter 
as a rule, entirely absent. The fact of 
man’s predilection for the upright posi- 
tion is really the justification for opera- 
tion in this group of cases. 

And yet I can not help again insisting 
upon the time element necessary in these 
cases. To change a body form.to which 
it is embryologically committed must not 
only take a proper application of the ra- 
tional treatment, especially deep massage 
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and proper exercises, because by these 
means we are firmly convinced that adhe- 
sions may be either broken up or mate- 
rially lengthened with marked diminution 
of symptoms, but must require much time, 
many months in practically all cases. 
Many a medical cure has been frustrated 
by lack of patience on the part of the doc- 
tor or of the patient or both. 


ADHESIONS 


From very careful fluoroscopic studies 
in the prone and upright positions under 
forced respiratory movements, massage, 
manipulation, etc., we have been singu- 
larly impressed by what may be done by 
mechanical measures for that condition,— 
the bane alike of surgeon and clinician,— 
abdominal adhesions: The tendency of 
different people is very varied in this con- 
nection, for with the identical technique, 
the same amount of handling, every fac- 
tor apparently the same, one case will 
form no adhesions, another adhesions of 
the greatest extent and density, which in 
turn in one case will seem to produce 
slight if any symptoms, in another ob- 
structive phenomena leading to complete 
occlusion. There is an important chapter 
to be written by the surgeons on what can 
be done to lessen post-operative adhesions. 
It is a question of better after-care, early 
massage, frequent change of posture, care- 
ful regulation of diet, better administra- 
tion of laxatives, etc., or are there deeper 
underlying conditions which make certain 
individuals peculiarly liable to adhesion 
formation? Whatever be the cause, we 
are quite convinced that careful after-care 
can lessen adhesion formation. For the 
past few years in many of our abdominal 
cases which have come to operation, espe- 
cially those in which conditions peculiarly 
favorable to adhesion formation are met 
with, we insist upon what has been face- 
tiously called by some “our rocking horse 
treatment,” having the patient’s position 
frequently changed from side to side, al- 
ternate elevation of the foot and the head 
of the bed, early and frequent use of laxa- 
tives, massage begun as soon as possible, 
and continued for a considerable time, and 
if impossible on account of the expense 
as a substitute, auto-massage with a three- 
or five-pound cannon ball. And from 


very careful studies, especially those un- 
der the fluoroscopic screen, we are abso- 
lutely convinced that adhesion formation 
can be minimized by this method. 

When we are called upon to deal with 
adhesions which have already formed, 
whether post-operative or otherwise, here 
again it is hard to decide without careful 
study whether surgical or non-surgical 
treatment offers the best chance of suc- 
cess. Certainly here and in practically all 
of these border-line cases the interest of 
the patient will be best conserved by first 
trying thoroughly and over a sufficient 
period of time the methods mentioned 
above. Unfortunately we have no other 
non-surgical means, for fibrolysin has 
fallen by the wayside, the use of sodium 
citrate is in purely the experimental stage, 
electricity is a frail reed, and even the 
best administered rest cure with over- 
feeding, while perhaps lessening certain 
of the symptoms by increasing intra-ab- 
dominal fat and abdominal and intestinal 
tone, and lessening local intestinal spasm, 
does not eradicate the cause. In this group 
let us balance in our minds the cases we 
have known where one operation for ad- 
hesions has been followed by another and 
yet another with repeated return of signs 
and symptoms, and those where the one 
operation for adhesions has been followed 
by permanent relief, the latter not an in- 
considerable group, but usually largely 
confined to those cases in which the adhe- 
sions are localized and not diffuse. 


There is one condition in this category 
that has been peculiarly interesting to 
us—adhesions in the upper right abdomi- 
nal quadrant involving gall-bladder, duo- 
denum and pylorus without apparent 
cause, possibly metastatic from a chron- 
ically diseased appendix, possibly due to 
bacterial invasion through a form of mu- 
cous erosion of pylrous or duodenum, pos- 
sibly to transient cholecystitis, or possibly 
to a mild pancreatitis. If such a condi- 
tion is associated with a visceroptosis we 
have, as mentioned before, the interesting 
fact that in the prone position there are 
no symptoms; but in the upright posture 
the traction of these adhesions may pro- 
duce a definite pyloric or duodenal ob- 
struction with symptoms very suggestive 
of ulcer. Medical treatment here is often 
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very discouraging, and we.have in this 
group, therefore, advised pyloroplasty in 
certain cases with really very remarkable 
results, far better than the results ob- 
tained by simple separation of adhesions 
with obviously the tendency to their re- 
formation. 


APPENDICITIS 


There is really no medical side to the 
treatment of acute appendicitis except in 
those cases where operation is obstinately 
refused, for the condition is fundament- 
ally surgical. But in the chronic variety 
many pretty problems present them- 
selves—is the condition fundamentally and 
primarily appendical, or is it but part of 
a general inflammatory process of low 
grade involving the terminal ileum, cecum 
and ascending colon, as, for instance, seen 
in many cases of high-grade visceroptosis 
with stasis, dilated, thin-walled gut with 
deficient tone and increased permeability, 
and often with unusual peritoneal sheets, 
such as Lane’s band, Jackson’s veil, etc., 
in which obviously an appendectomy will 
in all probability be productive of little if 
any permanent. relief of symptoms, al- 
though we are often deluded by the im- 
provement which follows operation, and 
which is unquestionably due to the stay in 
the hospital with its associated rest, care- 
ful dieting, etc.’ If the condition is pri- 
marily appendical, will the new picture 
presented,—appendical removal but un- 
doubtedly the possibility of local adhe- 
sion-formation,—be borne with greater or 
less fortitude by the sufferer with lower, 
right quadrant disease, really one of the 
most difficult of all the many intricate 
border-line problems and one in which 
only great study and wide experience can 
solve in the individual case with a maxi- 
mum hope of success? 

_ In this group we are not ashamed to ad- 
mit that we try assiduously diet, massage, 
belladonna, mineral oil, agar-agar, and oil 
by rectum before admitting that surgery 
must be tried, provided, of course, that 
the chronic course of the disease is not 
punctuated by an acute exacerbation in 
which case surgery is obviously the only 
wise procedure followed, we always insist, 
by the post-onerative treatment we have 
already mentioned. It is interesting to 
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note that in many of these cases the symp- 
toms are purely epigastric, and simulate 
closely those of gastric ulcer, and this is 
probably the reason of Moynihan’s fam- 
ous dictum that the commonest seat of 
gastric ulcer is in the lower right quad- 
rant of the abdomen. 


CHRONIC DIARRHEAS 


It is only recently that the chronic diar- 
rheas and dysenteries could in any sense 
be considered possibly surgical. Of course 
many of the most intractable forms have 
been cleared up by more careful methods 
of study,—as the gastrogenous diarrheas 
due to the absence of hydrochloric acid in 
the gastric content and entirely relieved 
by the administration of this acid by 
mouth; the thyreo-toxic diarrheas, one 
and sometimes the only symptom of hyper- 
thyroidism, and in this group most of the 
old so-called nervous diarrheas probably 
fall, usually relieved by rest and hyper- 
alimentation, or some form of ‘surgical 
treatment of the thyroid gland; the chronic 
amebic dysenteries, often suggested by the 
eosinophilia of the blood, and frequently 
marvelously relieved by emetin, or by ° 
some form of ipecac by mouth; the diar- 
rhea of sprue temporarily relieved by diet, 
hydrochloric acid, pancreatic ferments, 
and change of climate; that of pellagra, 
helped if the case be not too far advanced 
by the installation of a proper well-bal- 
anced dietary, with especial increase of 
the animal protein foods; diarrheas of 
chronic tuberculosis representing either a 
toxemia, or a true tuberculous enteritis, 
and treated along climatic, dietetic and 
hygienic lines, and diarrheas due to vari- 
ous rectal and sigmoidal diseases and of- 
ten amenable to local treatment. 

But in addition to all these there re- 
mains a group of cases which Albu has 
especially studied of persistent diarrhea 
associated with an ulcerated condition of 
the rectum and sigmoid, as seen through 
the sigmoidoscope, and probably of the 
colon as well, presenting small, superficial 
ulcerations, probably bacterial, possibly 
trophic in origin, always small and super- 
ficial, and very resistant to treatment. 
Diet, kaolin or bismuth by mouth; kaolin, 
silver in various forms (silver nitrate, 
protargol, argyrol, etc.), potassium per- 
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manganate, tannic acid, etc. by rectum will 
cure a certain number of these cases, but 
not all, and in this latter group surgery 
in some form is certainly justifiable. We 
have had no personal experience with 
Lynch’s method of resting the entire large 
bowel by making a colostomy, ileostomy 
or cecostomy, and draining all the con- 
tents of the small intestine through this, 
allowing the large bowel to remain dor- 
mant until a cure has been affected and 
requiring many months asarule. But we 
have had a number of such cases in which 
an appendectomy, appendicostomy or ce- 
costomy with subsequent colonic irriga- 
tion in the last two cases has been followed 
by success. 

Unquestionably in a very few cases a 
chronically diseased’ appendix may pro- 
duce a persistent diarrhea, and the re- 
moval of the diseased organ may bring 
about a complete cure; but in our experi- 
ence this comprises a very small group. 
Appendicostomy or cecostomy with subse- 
quent irrigation of the colon with water, 
normal salt solution, solutions of silver, 
tannic acid and other astringents, or po- 
tassium permanganate, has been surpris- 
ingly successful in the small number of 
cases of this type so treated in our series, 
though Albu sounds the warning note that 
shortly after the permanent closure of the 
new opening, be it weeks, months, or even 
longer, there is a marked tendency for 
these cases to relapse with a reappearance 
of signs and symptoms. Be that as it may, 
until the specific bacteriology of this con- 
dition is worked out with the possibility 
of a specific therapy, this or some similar 
— of treatment is unquestionably justi- 

able. 


STASIS AND AUTO-INTOXICATION 


One of the most interesting digestive 
conditions in the treatment of which med- 
icine and surgery touch hands is that of 
intestinal stasis and its associated, so- 
called auto-intoxication. 

Practically speaking, it is stasis in the 
terminal portion of the ileum, cecum and 
ascending colon that furnishes the major 
portion of the signs and symptoms pre- 
sented. Our views as to the motor func- 
tions of the large bowel have been so 
changed by the radiographic and fluoro- 


scopic studies of Holzknecht, Barclay, 
Judson, Hertz, and especially of Case, 
that in the picture of intestinal stasis we 
must always keep in mind these newer 
conceptions,—the movement of the fecal 
column en masse, the possibility of a func- 
tional sphincter above the cecum, and the 
possible variation of the terminal portion 
of the ileum from the remainder of this 
portion of the gut. We must realize that 
the large bowel is but one part of a closely 
linked complex organization supplied by 
sympathetic and vagus fibers, stimulation 
of the former diminishing, of the latter 
increasing the intestinal tone, although 
normally the movements are dependent to 
a great extent upon the reflexes having 
their center in the nerve cells of Auer- 
bach’s plexus. This interdependence and 
correlation of the whole gastro-intestinal 
tract must never be forgotten. It is for 
this reason that food in the stomach tends 
to make the ileum empty its contents into 
the cecum, while there is definite evidence 
also of an ileo-pyloric reflex as well. 

Broadly speaking, any condition which 
tends to lessen the tone of the abdominal 
musculature or of the muscles of the in- 
testines themselves or, by pressure, kink- 
ing, constriction, or reflex irritation, tends 
to slow the passage of the intestinal con- 
tents may lead to intestinal stasis. Thus 
we may meet with it after wasting dis- 
eases or diseases associated with high tem- 
perature and marked toxemia. It is pecu- 
liarly likely to occur in splanchnoptosis, a 
condition which is to be regarded as pri- 
marily congenital in the great majority of 
cases. We may have a congenital atony 
of musculature, or we may find it as an 
accompaniment of senile changes. Vari- 
ous conditions may bring it about by di- 
minishing reflex stimulation, causing in- 
hibition of intestinal movements, or by 
over-stimulation, causing intestinal spasm. 
Tumors and swellings, either within or 
without the intestine, stricture due to ul- 
cers, kinking due to adhesions or to change 
in the intra-abdominal pressure condi- 
tions, post-operative adhesions,—all these 
may be the primary causes of fecal stasis 
and intestinal atony. 

Are not some cases due to a deviation 
from the normal balance between vagal 
and sympathetic stimulation, one group 
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leading to vagotony, the other to sympa- 
theticotony? Is there a true intestinal 
hormone presiding over the motor func- 
tion of the intestine, and are not some of 
the cases due to its diminution or absence? 
May not the lack of such a peristaltic hor- 
mone be the basic cause of the atonic 
thin-walled cecum and colon so often de- 
scribed by the surgeon in these cases of 
stasis, and may not some disturbance of 
internal secretion, possibly from the pan- 
creas, be the cause of the dilated duodenum 
met with in cases of upper intestinal sta- 
sis, regarded by some as a gastro-mesen- 
teric ileus, but extremely difficult to ex- 
plain on this basis? Why is obstruction 
or stasis of greater severity the higher 
its location in the small intestine? Is it 
because the duodenum and, to a less ex- 
tent, the jejunum and ileum are also ex- 
cretory organs, among the excretions 
from which is to be found a poisonous fer- 
ment or toxin of the cholin group, as sug- 
gested by Stone and Bernheim? 

Broadly speaking, the symptoms re- 
ferred to intestinal stasis may be divided 
into two main groups: first, local symp- 
toms, pain, fecal tumor, distention of gut, 
increased resistance constipation, occa- 
sionally alternating with diarrhea; and, 
second, symptoms referred to other por- 
tions of the body, best explained on the 
basis of a toxemia, although some, from 
lack of evidence, prefer to regard these 
as reflex and not toxic manifestations. 
For ourselves we are unable to see a ra- 
tional explanation except on the basis of 
a toxemia. 

We reported, in 1911, a number of cases 
of neuralgia and neuritis probably due to 
intestinal toxemia, and two years later 
von Noorden, in his studies on neuritis, 
concluded that neuritis was often due to 
a similar cause. Peculiarly interesting 
are the eye symptoms met with ina small 
group of cases of toxemia, or possibly 
bacteremia, ranging from simple transi- 
tory dimness of vision and muscae voli- 
tantes to severe attacks of choroiditis lead- 
ing to permanent impairment of sight. 
We have recently studied a case of the 
latter associated with marked intestinal 
stasis and toxic symptoms with a persist- 
ently alkaline stool from which we have 
isolated and are now studying culturally 


875 


three distinct strains of proteolytic anae- 
robic bacteria. 

The skin lesions are peculiarly interest- 
ing because of the isolation by Eppinger 
from the stool in certain cases of auto-in- 
toxication of a ptomain, which, even in 
great dilution, produced marked urticaria 
if applied locally. 

Broadly speaking, therefore, we may 
divide our second group of symptoms into 
three sub-groups: (1) Those with vague 
symptoms, and often presenting the typ- 
ical picture of a psychoneurosis; (2) those 
with symptoms in other portions of the 
gastro-intestinal tract sometimes constant 
and presenting the picture of a gastric or 
intestinal dyspepsia, sometimes periodic, 
and here often of a very violent nature, 
such as acute salivation, acute nausea and 
vomiting, and acute diarrhea; and (3) 
where the symptoms are mainly localized 
in one organ as the eyes, the nerves, the 
skin, the thyroid, possibly due to lowered 
resistance, possibly to specificity of toxin. 

In certain of these conditions we have 
without doubt the organic basis of various 
vague functional disturbances of digestion 
or of conditions regarded as neurasthenia 
or psychasthenia, or those that fall into 
that large group of cases in which with- 
out definite complaint the patient is al- 
ways below par. 

Are the acute attacks met with in these 
cases to be regarded as anaphylactic in 
nature or as a colossal vagotony? What- 
ever the explanation, the theory of auto- 
intoxication unquestionably explains best 
the symptom-complex presented. Is it a 
toxin normally present but in excess; is it 
due to the insufficiency of the liver and 
other portions of the protective mechan- 
ism; is there a marked overgrowth of the 
Gram-positive proteolytic anaerobes; or is 
there a perversion of ferments or intes- 
tinal excretions? It is very striking what 
slight changes in molecular constitution 
are necessary to convert the normal amide 
bases met with in digestion of the pro- 
teins into products of the greatest tox- 
icity, as, for instance, the change from 
lysin to cadaverin, or arginin to putrescin. 

Thanks to the application of the Réntgen 
rays, our diagnosis of stasis is now com- 
paratively simple,— delayed - motility, a 
persistent shadow beyond the maximum 
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normal period, redundancy, prolapse, and 
kinking being easily demonstrable by ra- 
diograph or fluoroscope. We must not 
forget, however, that just as symptoms of 
excessive intestinal activity have been 
shown to be due to hyperthyreosis, so the 
reverse condition— hypothyroidism or 
myxedema may have the opposite effect 
upon the intestine, and may produce stasis 
with its toxemic symptom-complex. In 
the past two years we have met two cases, 
each of which has been advised by physi- 
cian as well as surgeon to have the large 
bowel resected to relieve the marked 
symptoms of auto-intoxication, in whom 
the symptoms cleared up as if by magic 
under small doses of thyroid extract. 

In these cases of so-called auto-intoxica- 
tion producing either general or local 
symptoms we have been much interested 
in testing the sensitiveness of the patient 
to various forms of protein food — egg, 
milk, various animal and vegetable pro- 
teins,—studying the skin reaction after 
intradermal iniections of the protein solu- 
tion. In certain cases marked hypersensi- 
tiveness to certain proteins is easily de- 
monstrable; and in some of these elimina- 
tion of these articles from the diet is fol- 
lowed by marked improvement and even 
cure. 

But most of these cases of stasis with 
toxic symptoms are singularly difficult to 
handle, and it is for this reason that dur- 
ing the past few years many surgical 
measures have been suggested in their 
treatment, although obviously in all cases 
non-surgical measures should first be given 
a trial,—a diet stimulating peristalsis, 
strengthening, often including much acid 
fruits and soured milk, rest, hydrotherapy 
and other means of bringing the digestive 
secretory and antitoxic functions to their 
highest efficiency, mechanical and physical 
means to stimulate peristalsis, improve 
tone, and lessen displacement and angula- 
tions, attempts to inhibit the growth of 
certain bacteria by laxatives, lubricants, 
irrigations and by the introduction of an- 
tagonistic bacteria. If persistence in these 
measures is devoid of success it is cer- 
tainly warrantable to have recourse to 
surgery. As to the operation of election 
there is wide divergence of opinion. We 
can not feel that complete or even partial 


resection is justifiable until the simpler 
surgical means have been tried. Perhaps 
we have been unfortunate, but of the cases 
coming under our observation in which 
such large mutilating operations have 
been performed, although in many cases 
a remarkable early improvement occurred, 
in most of them within a very few months 
there was a return to practically the same 
condition for which the operation had 
been performed. We feel with Barclay 
that “the fact that certain wholesale re- 
movals are successful (and this undoubt- 
edly is true in a small percentage of cases) 
is no proof that they were necessary, but 
rather that somewhere in this large mass 
lay the cause of trouble,” and that “one is 
astonished not so much at the brilliance 
of the surgery displayed as of the toler- 
ance of the human body.” 

In our experience very brilliant results 
have often been obtained by the simpler 
operations of appendicostomy, or more 
often cecostomy, as in most of these cases 
the appendix had already been removed on 
the usual assumption that it is the “fons 
et origo” of most intestinal and many gas- 
tric disorders. Through the artificial 
opening irrigation with various solutions 
is to be carried on for a very considerable 
period of time, and we have often intro- 
duced directly emulsions of lactic acid 
bacilli in the hope, usually vain, that they 
might overgrow the offending bacteria. 
There is no more fascinating study than 
that of these cases of stasis with their 
vague symptomatology, their complexity 
of cause, and their resistance to treatment; 
and we meet no border-line conditions in 
which our armamentarium, both medical 
and surgical, is so taxed to bring about a 
cure. That the poisons themselves have 
so rarely been demonstrated is no proof 
that they are not present, but rather calls 
attention to their extreme complexity and 
the minimal amounts in which they must 
exist. 

CONCLUSIONS 


If surgery had solved with complete 
satisfaction these conditions which are ob- 
viously surgical in nature,— ulcer with 
obstruction or adhesions or both, gall- 
bladder disease, abdominal adhesions and 
chronic appendicitis,—there would be no 
question of non-surgical means. But it is 
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in just these cases that surgery can not 
promise a complete cure, and one has but 
to mention the unsatisfactory results in- 
many cases of gastroenterostomy (Ma- 
thieu, in an analysis of his very large se- 
ries in which gastroenterostomy was 
done, found practically none in which no 
untoward symptoms did not develop), the 
disadvantages of both cholecystotomy and 
cholecystectomy and the return of symp- 
toms sometimes even more marked than 
before, after the separation of adhesions 
or removal of an obviously diseased appen- 
dix to realize how true this is. Certainly 
in chronic abdominal conditions surgery 
is a two-edged sword: it may bring relief, 
it may do harm, for it is undoubtedly true 
that the more acute the condition and the 
more urgent the need of immediate sur- 
gical interference, the more satisfactory 
as a rule the ultimate result. 


In this loose stringing together of 
thoughts on border-line problems we real- 
ize, of course, how incomplete the survey 
has been, and yet there are certain conclu- 
sions which we feel are justifiable. It is 
essential for a proper appreciation of 
many pathological conditions of the diges- 
tive tract to have closer co-operation be- 
tween physician and surgeon, because in 
many of these cases it is only by such a 
rapprochement that either can have a true 
conception of the pathological process pre- 
sented and of its therapeutic needs. It is 
essential that the physician be present at 
operations upon his patient, first, because 
by this autopsy in vivo he can as by no 
other means confirm or refute his diagno- 
sis; and, second, because it will give him 
an opportunity to study the surgical as 
well as the medical means of therapeutic 
approach. 


As regards the proper handling of this 
group of chronic abdominal conditions, it 
seems to us that at the present writing 
there is far too great a tendency to treat 
them surgically without giving a fair and 
a long trial to medical, dietetic and phys- 
ical measures, although we admit, of 
course, that in many, in fact, possibly in 
the maiority of these cases, surgery wil’ 
be called into play sooner or later. Pa- 
tients can not realize the ultimate possi- 
bilities, their vision is myopic, and their 


877 


aim is for the quick result; but we physi- 
cians should curb this tendency for a two- 
fold reason: we should make the patient 
realize the possibilities if sufficient time 
be given of obtaining, if not a cure, at 
least relief of symptoms; and also ac- 
centuate the possibility of the reappear- 
ance of symptoms after operative treat- 
ment. Certainly nothing is so detrimental 
to a true appreciation of the after-results 
of surgery in these cases as the fact that 
in almost all the surgeon sees them only 
during their hospital stay, where they have 
the benefit of rest, careful diet, and the 
best post-operative care. When they leave 
the hospital the surgeon usually sees them 
no more, for if there is a return of the 
same or the appearance of new and some- 
times worse symptoms it is not to the sur- 
geon but to the physician that they return 
for relief. To lessen the inherent optim- 
ism of the surgeon as to ultimate results, 
is it not our duty, painful though it may 
be, to notify him of the failure of a sup- 
posedly successful operation, and is it not 
only by such means that the relative value 
of medical and surgical treatment in these 
various abdominal conditions may be prop- 
erly and fairly determined? 

No one is more enthusiastic about the 
debt we owe to the surgeon in gastro-intes- 
tinal pathology; no one is more prone to 
ask for his help in these conditions, but we 
feel, and feel very strongly, that while in 
the acute abdominal conditions the results 
of surgery are so brilliant as to be beyond 
peradventure, in the chronic cases com- 
plete success is so elusive that it is only by 
the use of every method at our command 
that the best result can be attained. The 
brilliant success of surgery in acute ab- 
dominal conditions has, we feel sure, 
raised too high the hopes in the laity, sur- 
geons, and most clinicians as to its all- 
healing effects in other abdominal condi- 
tions. But an honest study of the chronic 
cases not in the few weeks or possibly few 
months after the operation, but during the 
succeeding year or years can not fail to 
convince us that in this field surgery is 
not omnipotent, and only by the use of 
every therapeutic weapon,—and here med- 
icine, hygiene, diet, posture, massage, and 
other physical methods should be tried be- 
fore surgery is advised,—may we hope to 
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get the best results in this group of cases, 
among the most difficult both as regards 
diagnosis and treatment, these true bor- 
der-line abdominal conditions. 


AUTHORS’ ABSTRACTS 
Medicine 


Differentiation Between Upper (Central) and 
Lower (Peripheral) Motor Neuron Involvement. 
George B. Fletcher, Little Rock, Ark., Journal 
of the Arkansas Medical Society, August, 1916. 
A simple diagnosis of “paralysis” without at 

least an attempt to find out whether the lesion is 

in the central or peripheral motor neuron is the 
same as no diagnosis at all. 

In order that we may understandingly examine 
a case of paralysis we must be familiar with the 
anatomy and physiology of the motor tracts. The 
motor tracts may be conveniently divided into 


I. Cortico-spinal 

(a) Anterior pyramidal tract. 

(b) Lateral pyramidal tract. 
II. Sub-cortico-spinal 

(a) Rubeo-spinal. 

(b) Tecto-spinal. 

(c) Thalamo-spinal. 

(d) Vestibulo-spinal. 

All of these tracts are connected, more or less, 
directly with the motor cortex and with the an- 
terior horn cells in the cord. 

The pyramidal tracts exercise an influence upon 
the important mechanism of the regulation of 
tonus and upon the production of the tendon re- 
flex. Without their inhibitory action tonus and 
reflex would not present such constant relations 
as is actually the case. If, however, the pyramids 
are destroyed, hypertonia and hyperreflexion take 
the upper hand to a degree hindering motion. 

The motor tract is divided into an upper, cen- 
tral or cortico-spinal neuron extending from the 
motor cortex in the cerebrum to the cells in the 
anterior horn of the cord, and into a lower, peri- 
pheral or spino-muscular neuron extending from 
the cells of the anterior horn to the muscle end 
plates. 

The symptoms produced by involvement of the 
two neurons are wholly different. 

In the upper neuron type one finds (example, 
cerebral apoplexy): 

1. Diffuse muscle groups affected. 

2. Spasticity of paralyzed muscles (hyperto- 
nicity). 

3. No muscular atrophy except from disuse. 

4. Electric reactions normal. 

5. Deep reflexes present usually exaggerated to 
clonus. 

6. Plantar reflex extensor in type (Babinski’s 
phenomenon). 

In the lower type (example, poliomyelitis): 

1. Individual muscles may be affected. 


2. Flaccidity and atonicity of the paralyzed mus- 
cles. 

3. Atrophy of paralyzed muscles. 

4. Reaction of degeneration. 

5. Deep reflexes diminished or absent. 

6. Plantar reflex normal flexor type. 


Specific Treatment of Infantile Paralysis: Abra- 
ham Sophian, Kansas City, Mo., Jour. A. M. A., 
August 5, 1916, p. 426. 

Observations were made by the author in the 
Kingston Avenue Contagious Hospital, New York 
City, which had over 300 cases during the studies. 

The specific treatment of infantile paralysis 
may be classified into (1) Relief of hydrocepha- 
lus; (2) Intraspinal injection of serum, normal 
human, horse or convalescent serum; (3) Control 
of special symptoms as respiratory paralysis; (4) 
Symptomatic general treatment; and (5) General 
treatment. 

1. Hydrocephalus is a most important feature 
of the disease and should be relieved by lumbar 
puncture. 

2. Intraspinal serum treatment. A highly im- 
mune specific serum has not been produced. Any 
alien serum injected intraspinally produces a 
sharp leukocytosis. This is one of the important 
effects following the intraspinal injection of the 
anti-meningitis serum for epidemic meningitis. 

The probable value of a hyperleukocytosis in 
the cerebrospinal fluid in poliomyelitis, a disease 
produced -by an infectious agent of relatively low 
virulence, should be considerable. 

In order to be of most help, the serum would 
have to be used very early in the disease, during 
the acute inflammatory stage, if possible in the 
preparalytic stage, especially if prevention of pa- 
ralysis and abortion of the disease is hoped for. 
The active, acute inflammatory stage of the dis- 
ease is so short that it is often impossible to in- 
ject more than one dose of serum in the important 
early stage. Serum injected intraspinally should 
be injected under the usual precautions of strict 
asepsis, and control of the dose by coincident 
blood pressure observations. 

In this preliminary report ten cases were treated 
with normal horse serum and four with convales- 
cent serum. 

Twelve to twenty-four hours after horse serum 
injection the cerebro-spinal fluid shows a marked 
hyperleukocystosis. Two cases treated with nor- 
mal horse serum and another with convalescent 
serum were promptly aborted with complete re 
covery. The earlier the cases were treated, the 
more pronounced the benefit. 

Intraspinal injection of epinephrin was used in 
three cases. In one there was considerable stim- 
ulation after injection, but no specific changes 
were noted. 

Respiratory paralysis is the most common cause 
of death and should be treated early. Oxygen ad- 
ministered under pressure keeps, and artificial 
respiration should be used where necessary. 


J 
{ 
| 
— 
* 
pe 
— 
— 
— 
— 
a 
— 
— 
3 
5 
1, 
4 
} 
— 


THOMPSON: SYPHILIS IN ITS RELATION TO PUBLIC HEALTH 


879 


TROPICAL DISEASES AND PUBLIC 
HEALTH 


SYPHILIS IN ITS RELATION 
PUBLIC HEALTH* 


By LoypD THOMPSON, Ph.B., M.D., 
Hot Springs, Ark. 


TO 


For nearly four centuries the medical 
world has been divided upon the subject 
of the origin of syphilis. Did this now 
world-wide disease have its beginning in 
the dim recesses of antiquity and be trans- 
mitted in an uninterrupted stream to 
modern times; or, was it born overnight, 
as it were, at the close of the fifteenth 
century? Was syphilis known to the an- 
cients, or did Columbus’ men after their 
long, forced continence contract it from 
the native women of the Island of Espa- 
nola and introduce it into Europe upon 
their return? These are the questions 
which have vexed syphilographers for four 
hundred years; and in spite of the weight 
of authority on both sides, they have not 
yet been answered with certainty. 

However, be that as it may, it is beyond 
dispute that following the invasion of 
Italy by Charles VIII there was a rapid 
spread of syphilis over all Europe. It 
has been pointed out that the disease man- 
ifested a very exaggerated course at that 
- time. It was, however, in all probability 
complicated by other diseases; but not- 
withstanding this, many physicians soon 
described with fair accuracy its lesions 
and symptoms. 

The history of syphilis from this time 
to that of John Hunter is practically the 
history of medicine. There is scarcely a 
name with which is connected any ad- 
vancement of the healing art that is not 
found in the syphilology of these years. 

Probably no other name in all the his- 
tory of medicine stands out more promi- 
nently than that of John Hunter. Great 
beyond his time as a surgeon, he undoubt- 
edly set back the knowledge of syphilis 


*Read in Section on Public Health, Southern 
Medical Association, Ninth Annual Meeting, Dal- 
las, Tex., Nov. 8-11, 1915. 


many decades. Convinced of the unity of 
syphilis and gonorrhea, Hunter inoculated 
himself on the glans and prepuce with gon- 
orrheal pus. When a chancre developed, 
followed by constitutional syphilis, he con- 
sidered it proof positive of his conten- 
tions.! 

While this experiment of Hunter’s and 
his false interpretation of it dominated 
syphilology until Ricord disproved it, a 
few men disagreed with the great surgeon . 
and had the courage of their convictions. 
Among these may be mentioned Benjamin 
Bell, who in his work on venereal diseases 
maintained the duality of syphilis and 
gonorrhea.” 

Wherever syphilis is studied, will be 
felt the influence of the work of Phillipe 
Ricord; and with him it may be said began 
the modern knowledge of syphilis. He was 
described by Oliver Wendell Holmes as 
“the Voltaire of pelvic literature, a skep- 
tic as to the morality of the race in gen- 
eral, who would have submitted Diana to 
treatment with his mineral specifics, and 
ordered a course of blue pills for the ves- 
tal virgins.” This great syphilologist by 
over twenty-five hundred inoculations 
proved conclusively the duality of syph- 
ilis and gonorrhea, although he did not 
consider that the latter possessed a spe- 
cific virus. 

It would be impossible even to mention 
the names of all the men who have con- 
tributed to the knowledge of syphilis 
since Ricord showed the way. Such lead- 
ers as Virchow and Fournier lent the aid 
of their master minds to the elucidation 
of its problems. 

The modern renaissance of syphilis, 
however, may be said to have begun with 
the epoch-making work of Metchnikoff and 
Roux,’ who in 1903 succeeded in trans- 
mitting this disease to monkeys. Then 
followed in rapid succession the finding 
of the infecting organism by Séehaudinn,‘* 
the announcement of the complement-fix- 
ation test for syphilis by Wassermann,° 
the discovery of salvarsan by Ehrlich,‘ 
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the cultivation of the treponema pallidum 
and the use of cultures for diagnostic pur- 
poses by Noguchi,’ and finally the demon- 
stration of this organism in the brains of 
paretics by Noguchi and Moore.’ 

One of the most striking features of 
syphilis is its world-wide distribution. 
There is scarcely a spot on the globe where 
human beings reside which has not har- 
bored this ubiquitous disease. It is found 
in the gold camps of the Yukon and among 
the ivory hunters of the Congo; on the 
vast steppes of Siberia, and the plains 
of Argentine. It is, however, especially a 
disease of dense population, whether tem- 
porary or permanent. In the great cities 
of the world—London, Paris, New York, 
Berlin—syphilitics are numbered by the 
thousands; and such multitudes as gather 
together for great fairs and expositions, 
as Nijni-Novgorod, Chicago and St. Louis, 
leave syphilis in their wake. 

It has been affirmed that Iceland is pe- 
culiarly free from this disease. If such 
is the case, it would seem that this is due, 
not to the geographical situation, but to 
the simple lives and morality of the in- 
habitants. 

Livingston has stated that when the na- 
tives of Central Africa contract syphilis 
on the coast it disappears without treat- 
ment upon their return. This statement 
must be taken with \the greatest reserve, 
for it is a well known fact that apparent 
spontaneous cures have occurred when in 
reality the disease was lying dormant. 

It would be well nigh impossible to name 
all the countries in which syphilis is 
found, much less trace the source of the 
disease in each. 

In Europe, Russia with her vast hoards 
is infected; Germany, France and Italy 
contain hotbeds of pollution; while Eng- 
land with her great cities, harbors syphi- 
litics in immense numbers. 

Passing to Asia, we find the disease 
most prevalent in China and Japan, where 
crowded districts are so common. In the 
United States the great cities, New 
York, Chicago, Philadelphia, St. Louis, 
San Francisco, and the lesser ones, even 
down to the smallest villages, contain 
syphilis to a greater or lesser extent. It 
is, however, a matter of common observ- 
ance among physicians of certain rural 


districts that syphilis is rarely encount- 
ered. The writer has talked with a num- 
ber of such who informed him that in the 
course of several years’ practice they had 
seen but one or two cases. 

It will be seen from the above that syph- 
ilis is an almost omnipresent disease; and 
yet from the very nature of it, it is one 
of the most difficult concerning which ac- 
curate statistics may be obtained. 

Many estimates as to the prevalence of 
syphilis have been made; those of Erb and 
Fournier probably being the best known. 
The former considered that of the adult 
population of Berlin, 12% were infected, 
while the latter estimated that 15% of the 
adult population of Paris had syphilis. 

In December, 1912, the Department of 
Health of the City of New York sent a 
circular letter to 7,000 physicians of 
Greater New York, requesting the num- 
ber of cases of venereal disease seen dur- 
ing the past year. Of the 7,000 physi- 
cians, Only 2,217 replied; and they re- 
ported 13,350 cases of syphilis. The num- 
ber of physicians reporting represents 
less than one-third of the total number of 
phsicians; and if those who did not report 
had seen as many syphilitics as those who 
did report, the total number would be ap- 
proximately 40,000. Estimating the pop- 
ulation of Greater New York at about 
five millions, the portion infected with 
syphilis would be 0.8%. The writer con- 
siders this an exceedingly low figure, be- 
cause there are many syphilitics who dur- 
ing a given year do not see a physician. 

In our present state of municipal and 
state control of disease it would be impos- 
sible to make a complete survey of the 
population in regard to syphilis. But it 
is possible with certain units of popula- 
tion, such as those in hospitals, eleemosyn- 
ary institutions, penitentiaries, etc. In- 
deed, such investigations have been made, 
especially in hospitals, and the results ob- . 
tained have been most instructive. 

For example, Hammond” applied the 
Wassermann reaction to the entire popu- 
lation of the New Jersey State Hospital, 
finding 6.3% positive. 

Lucus," by examining 111 cases in the 
Children’s Hospital in Boston, found 31% 
were syphilitic. 

Southard! reported that 23% of 6,000 
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Wassermann tests performed in the Har- 
vard Neuropathologic Testing Laboratory 
were positive. He stated, however, that 
the cases were in many instances picked 
likely to be positive; and therefore the 
percentage was undoubtedly very much 
higher than it otherwise would have been. 


The same fact applies to the writer’s 
series performed in the Arkansas State 
Hospital for Nervous Diseases, where 
33% of 1,000 tests were found to give 
positive results. The practice in this in- 
stitution was to make serological investi- 
gations for syphilis only in such cases as 
gave a suspicious history or upon physical 
examination showed possible evidence of 
luetic infection. 

Of all the social units, the military serv- 
ices, Army and Navy, present probably 
the best field for investigation into the 
prevalence of syphilis; for in these serv- 
ices the individuals are kept under more 
or less strict surveillance. In the British 
Army the admission for syphilis per 
1,000 of strength varied from 96.43 in 
1869, to 179.87 in 1886, to 19.19 in 1908. 
In the Army of the United States the fig- 
ures have never reached so high as in the 
British Army, nor have they gone so low. 
The highest number of admissions for 
syphilis per 1,000 was in 1867, when the 
figures were 117, while the lowest mark 
was reached in 1908, when there were but 
19.99 per 1,000. 

In his report for the year 1914," the 
Surgeon-General of the United States 
- Army says: “From recent investigations 
it is, indeed, probable that the frequency 
of venereal diseases among our soldiers is 
less than among adult males in the cities 
of the country.” This statement is borne 
out by the findings of Veddar,!’ who has 
shown that of 1,577 white enlisted men 
upon whom: a Wassermann test was per- 
formed; 16.08% were positive; while of 
1,019 recruits 16.77% were positive. 

It is also interesting to note that of 621 
West Point cadets, Vedder found 5.46% 
giving positive Wassermann tests. 

From these findings and from figures 
deduced from the causes of rejection of 
recruits, Vedder estimates that 20% of 
the male population of the country be- 
tween the ages of 20 and 30 of the general 
class from which the recruits come, are 
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syphilitic and that at least 5% of college 
students are infected. 

While syphilis as a rule, especially in 
the early periods, is not a disease to inca- 
pacitate its victim for work, it may pur- 
sue its insidious course until the vital or- 
gans are attacked and in one way or an- 
other rob the individual of his ability to 
gain a livelihood. It is probable, however, 
that nearly every syphilitic loses some 
time from his accustomed vocation, even 
in the earlier stages of the disease. 

In the United States Army the total 
number of days lost on account of syph- 
ilis during the year 1913 was 38,597, which 
represents a monetary value of approxi- 
mately $53,000. In those conditions 
caused by syphilis, which have been desig- 
nated, as parasyphilitic, of course the eco- 
nomic loss is much greater. Tabetics, as 
a rule, are unable to perform their accus- 
tomed work while paretics not only are 
unable to perform their accustomed work, 
but very frequently in attempting to do 
so make grave financial errors and cause 
great loss to themselves or their employ 
ers. 

The old adage that “syphilis never kills” 
is, of course, false; and while it is true 
that it is most rare nowadays to see deaths 
due to acquired syphilis in the acute 
stages, yet there are many deaths each 
year that are undoubtedly hastened by 
this disease, and also many deaths which 
can be directly attributed to its later man- 
ifestations. Hereditary syphilis also 
causes many deaths of infants and kills 
in utero many others. 

Ravogli!® collected statistics from the 
Cincinnati City Hospital from 1888 to 
1907, and found that of 100,613 patients 
and 9,705 deaths only 168 were caused by 
syphilis. 

In the United States Army of about 
81,000 men there were 397 deaths due to 
all causes during the year 1913; and of 
these only five were due to syphilis and 
its results.!” 

According to the Mortality Statistics of 
the Bureau of the Census the number of 
deaths from syphilis in the registration 
area of the United States during the year 
1912 was 3,941. Deaths from paresis 
amounted to 4,053, while tabes claimed 


1,588, making a total of 9,582 deaths di- 
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rectly due to syphilis. The total for 1911 
was 8,433, and for 1910, 7,600. Typhoid 
fever killed but 9,982 in 1913, while small- 
pox, once the scourge of the race, de- 
stroyed only 165 persons during the same 
period. 

The registration area of the United 
States comprises about two-thirds of the 
entire population; so it may readily be 
seen that if the registration area is rep- 
resentative of the whole country, and there 
is no reason to think to the contrary, the 
total number of deaths from syphilis in 
the United States for the years given 
below was as follows: 


12,776 


In all probability these figures are too 
low, as many physicians do not report 
deaths due to syphilis out of deference to 
the relations of the deceased; and un- 
doubtedly many deaths from syphilis oc- 
cur where an error in diagnosis had been 
made. It is probable that the increase in 
the number of deaths from syphilis shown 
from 1910 to 1912 was due, in a measure 
at least, to more correct diagnoses being 
made. However, the fact remains that 
an appalling number of deaths from 
syphilis do occur; that the number of per- 


sons suffering from syphilis in some local- 


ities is as high as 1% of the entire popu- 
lation; and that the economic loss to the 
nation is almost beyond compute. 

The statement of an eminent foreign 
visitor to the International Congress of 
Hygiene and Demography in Washing- 
ton, after visiting the prominent medical 
centers of the country, that in none of 
the clinics of Europe was there so much 
syphilis as he saw in the United States, 
and that if measures were not taken for 
its suppression it would soon cause 
marked deterioration of the race, cer- 
tainly furnishes food for thought. 

Aside from the deaths caused directly 
by syphilis, aside from the abortions it 
claims, aside from the physical suffering 
it entails, no other disease has evoked so 
much mental agony, both to those who 
have contracted it through immoral acts 
and its innocent victims, and also to those 
near and dear to the sufferers. This men- 
tal anguish alone has undoubtedly very 


materially lessened the effectiveness of the 
individual and in not a few instances has 
driven its victim to a suicide’s grave. 

The ultimate goal of the medical pro- 
fession is to banish disease from the face 
of the earth. With syphilis this would 
be a comparatively easy task were it not 
for the fact that its propagation is so in- 
timately woven into the very fabric of 
society. In the vast majority of cases 
syphilis is transmitted during the sexual 
act, and as the gratification of the sexual 
passion is one of the primative appetites 
in man, its control is most difficult. In- 
asmuch as it is impossible for society to 
control the sexual appetite of the indi- 
vidual, it devolves upon society to insti- 
tute measures for the prevention of ven- 
ereal disease. 

Such methods consist of education and 
personal and public prophylaxis. If the 
youth of the land be taught the danger 
of venereal diseases and that continence 
is compatable with health, a great stride 
will be made. This, however, alone will 
not solve the problem. 

Personal prophylaxis if it could be sys- 
tematically employed would in a compara- 
tively short time stamp out the disease. 
The use of 30 to 50% calomel ointment 
immediately after illicit intercourse will 
in the vast majority of cases prevent 
syphilis. It has been suggested that the 
institution of such measures would place 
a premium on prostitution, take the dread 
of the disease away from the individual; 
and that if a man exposes himself to in- 
fection he should suffer the consequences. 
This would be very well if it were certain 
that he would be the only one to suffer. 
But as every syphilitic is at least poten- 
tially a source of danger to many others, 
it is our duty as physicians to prevent 
every case of syphilis within our power. 

The control and medical examination 
of prostitutes, while in some respects de- 
sirable, does not reach clandestine prosti- 
tution, which is a great source of syphi- 
litic infection. 

The segregation of syphilitics, if it 
could be brought about, would of course 
rid the world of the scourge, but in our 
present state of social development this is 
impossible. 

The final solution of the problem con- 
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sists in the registration of all cases and 
the institution of vigorous treatment. As 
syphilis is largely a disease of the under- 
world and the majority of those who con- 
tract it are ashamed of it, it would be 
necessary to place a severe penalty upon 
physicians for not reporting such cases. 

Wassermann surveys of the inmates of 
all prisons, eleemosynary institutions, etc., 
should be made. All immigrants should be 
carefully examined for evidence of syphi- 
lis, including a Wassermann test, and if 
found luetic, should be denied entrance to 
the country. All applicants for civil serv- 
ice positions should be compelled to have 
Wassermann tests and if found positive 
should not be given employment. From 
this it would not be a far cry to persuad- 
ing employers in all lines to compel their 
employees to present a clean bill of health 
in regard to syphilis. 

A marriage license should not be grant- 
ed to any one without a thorough physi- 
cal examination and a negative Wasser- 
mann reaction showing the probable ab- 
sence of syphilis. These examinations 
should be made by the city or county phy- 
sicians and for a nominal charge. 

Where prostitution is permitted at all 
it should be under strict surveillance and 
regular medical inspection, including a 
Wassermann reaction of all prostitutes, 
should be made. 

By these procedures, especially making 
syphilis a reportable disease, it would not 
be long before the health authorities 
‘would have a fairly complete knowledge 
of the prevalence of syphilis in a given 
community. 

With this accomplished, all syphilitics 
should be forced to take treatment, from 
private physicians if they prefer, or from 
the city or county physicians, until they 
are cured. The standard of cure should 
be fixed by law, and all patients compelled 
to conform to it. A severe penalty should 
be imposed upon those failing to report 
for treatment. 

During the time when infection through 
intermediate contact is most likely to oc- 
cur, all patients whose employment makes 
them especially dangerous to others should 
be compelled to stop work. This, in the 
majority of cases, would not be for long. 

The author is aware that such drastic 
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procedures as have been outlined would 
be extremely costly, but the benefit to be 
derived could not be estimated in dollars 
and cents. 

The time is ripe for the eradication of 
this disease of the ages. The methods of 
transmission are known, the cause is no 
longer a secret, and the cure has been dis- 
covered. It only remains for us to apply 
our knowledge, to compel our legislators 
to pass the laws we need, to see that these 
laws are enforced, and the “great red 
plague” will be a thing of the past. 
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Note.—The above paper was discussed in con- 
nection with one by Dr. Isadore Dyer, of New Or- 
leans, La., entitled “The Sex Question in Public 
Health.” Dr. Dyer’s paper and all the discussion 
appeared in the February issue, pp. 134-141. 


SOME PUBLIC HEALTH ASPECTS OF 
THE CANCER PROBLEM* 


By Curtis E. LAKEMAN, 
Executive Secretary, American Society for 
the Control of Cancer, 

New York, N. Y. 


During the last two or three years pub- 
lic interest in the cancer problem, develop- 
ing to an unusual degree, has crystalized 
into a widespread campaign carried on by 
national and local agencies to reduce the 


*Read in Section on Public Health, Southern 
Medical Association, Ninth Annual Meeting, Dal- 
las, Tex., Nov. 8-11, 1915. 
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mortality from this disease by teaching 
the need of the earliest possible diagnosis 
and treatment. Meanwhile, scientific re- 
search into the nature and cause of can- 
cer, still the foremost problem of medical 
biology, continues with unabated zeal in 
many well-equipped laboratories and hos- 
pitals. The public, though impatient for 
results, is learning that progress toward 
this particular goal of human knowledge 
seems to lie in the slow accumulation of 
separate facts arrived at only by generous 
expenditure of time and patience in each 
case. In the expectation of some epoch- 
making discovery there has been perhaps, 
a tendency to forget the practical import- 
ance of the great body of positive knowl- 
edge of cancer already in our possession, 
and one of the chief objects of the educa- 
tional campaign is to disseminate and ap- 
ply this knowledge which we already have. 
It is to be hoped that all these efforts prom- 
ise real progress against one of the most 
ancient and formidable enemies of the 
human race, even if.much time has neces- 
sarily been spent in mobilizing resources 
and planning the attack. 

Our adversary is solidly entrenched. 
Cancer is one of the half dozen leading 
causes of death in the United States; it 
takes an annual toll of more than half as 
many lives as tuberculosis, which still far 
outdistances its nearest rival in this mor- 
tal competition. The steady increase in 
the recorded cancer death rate still con- 
tinues and after full allowance for the im- 
perfections of American vital statistics 
and for the factor of imperfect diagnosis, 
many critical investigators believe that 
the figures reflect a real and not merely an 
apparent increase of the disease. The 
estimate of 75,000 deaths a year in the 
United States which was current on good 
authority last year, must now be raised to 
80,000. How shall this yearly sacrifice be 
prevented from reaching 100,000? 

First of all, many thoughtful members 
of the medical profession believe, by 
frankly copying the methods which have 
given such good results in the war on tu- 
berculosis. In the one case as in the other 
an entirely new psychology must prevail. 
The man and the woman in the street must 
give over the old attitude of despair, con- 
cealment, and neglect, and learn of cancer, 
as they have of tuberculosis, that there is 
every hope in early diagnosis and treat- 


ment. Public and profession alike must 
share in the knowledge that means power, 
—power to save many a life now needless- 
ly sacrificed through ignorance and delay, 
through mysticism and quackery. The 
world awaits a more complete knowledge 
of cancer etiology and earnestly hopes it 
will bring a better cure than surgery. 
Meanwhile there is little else that offers 
reliable hope of cure. But the public al- 
most wholly fails to realize how great that 
hope is in the beginning, and how rapidly 
it fades with delay. If the elements of 
present established knowledge of cancer 
could be thoroughly disseminated among 
laymen and doctors it would not only bring 
about a more hopeful attitude generally, 
but would undoubtedly bring many more 
patients to consultation in the early stages 
and thereby increase the proportion of 
permanent cures. It is, indeed, essentially 
a volunteer army that must set up the ef- 
fective defense against our ancient foe,—a 
multitude of enlightened men and women 
rationally and sanely ready to face the 
facts, study the enemy’s methods, learn 
the indubitable signs of his approach and 
act promptly and courageously on their 
knowledge. 

In thus attacking the cancer problem 
from the new angle of social psychology, 
perhaps more conscious effort has been 
applied and greater results obtained in the 
last two years than ever before in this 
country. To be sure, there had long been 
a realization of what was needed and cer- 
tain energetic spirits had inspired more or 
less isolated attempts to spread among the 
people an effective knowledge of early can- 
cer. Dr. Carstens of Detroit, an incorrigi- 
ble enthusiast, addressed numerous medi- 
cal and lay audiences with the zeal of a 
missionary, and finally persuaded the 
Michigan State Board of Health to pub- 
lish in 1909 a cancer circular for popular 
distribution, which appears to have been 
the first issued by any American health 
department. A committee of the Pennsyl- 
vania State Medical Society including Dr. 
William L. Rodman, Dr. John G. Clark, 
Dr. J. M. Wainright and others was prob- 
ably the pioneer formal organization in 
this field, and after continuous existence it 
still remains one of the most effective pres- 
ent agencies, particularly with respect to 
work within the profession. The Amer- 
ican Medical Association appointed a can- 
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cer committee several years ago, and has 
recently made it identical with the com- 
mittee of the Clinical Congress of Sur- 
geons, headed by Dr. Thomas S. Cullen of 
Baltimore, at whose suggestion a number 
of widely circulated magazine articles 
were written by Samuel Hopkins Adams. 
You in the South are familiar with the 
work of Dr. Joseph C. Bloodgood and his 
painstaking attempt to collect and present 
an exact account of operative results in 
the various forms of the disease at one of 
the leading American hospitals. In 1913, 
an attempt was made to co-ordinate all 
such educational work by the formation 
of a special national association. For a 
year or two previously a committee of the 
American Gynecological Society consist- 
ing of Dr. LeRoy Broun, Dr. Howard C. 
Taylor, and Dr. Frederick J. Taussig had 
been considering ways and means of in- 
structing the public. Coincident with the 
report of this committee, Mr. Frederick L. 
Hoffman, one of the foremost American 
statisticians, presented a notable address 
on the menace of cancer, with specific sug- 
gestions for educational organization. 
The Gynecological Society thereupon ob- 
tained the co-operation of nearly all the co- 
ordinate special societies which constitute 
the American Congress of Physicians and 
Surgeons, and also enlisted the financial 
support of a group of prominent laymen 
and women in launching the American So- 
ciety for the Control of Cancer. Subse- 
quently the new organization was indorsed 
by the American Medical Association, the 
Western and Southern Surgical Associa- 
tions, the American Surgical Association, 
and practically all the state societies. The 
design of the Cancer Society is “to dissem- 
inate knowledge concerning the symptoms, 
diagnosis, treatment and prevention of 
cancer, to investigate the conditions under 
which cancer is found and to compile sta- 
tistics in regard thereto.” The movement 
thus started in America merely applies the 
principles made familiar by the work of 
Winter in Germany, Childe in England 
and similar pioneers in other countries, in 
teaching the public that patients must do 
their part by seeking treatment in time. 
You may approve of this program as a 
general proposition and still reserve some 
doubt as to how it bears upon the imme- 
diate and possibly somewhat circumscribed 


problems of the public health official. It 
is this phase of the subject that I have been 
asked to discuss. To consider even briefly 
the public health aspect of the cancer prob- 
lem it may be desirable to establish that 
there is such an aspect. Thoughtful writ- 
ers have urged that cancer falls wholly 
within the domain of therapeutic as op- 
posed to preventive medicine. It must be 
admitted that the burden of proof is upon 
those who would add this to the lengthening 
list of problems of sanitation and infection 
which call for intervention by the health 
officer. Yet we believe that in the not dis- 
tant future a broader view will prevail and 
definite activities to combat cancer, as 
well as other chronic and degenerative dis- 
eases will be embraced in the ever widen- 
ing program of the progressive health de- 
partment. It is not necessary here to re- 
peat the now familiar evidence that these 
diseases appear largely to account for the 
increasing death rate of middle and later 
adult life, while the most notable triumphs 
of sanitary science have been won against 
the infectious diseases and in the age 
groups below thirty. Just as government 
is inevitably concerning itself more and 
more with all phases of public welfare, so 
the public health service, sharing propor- 
tionately in this general, and on the whole 
beneficial expansion of function, will in- 
dubitably embrace in one way or another, 
some concern with all the diseases that 
seriously menace social welface and are, 
even in the broadest sense, preventable. 
To no small extent we believe that cancer 
like tuberculosis, is a social and public 
health problem, amenable to certain meas- 
ures of public intervention and control. A 
disease which causes one death in eleven 
over the age of forty presents a problem 
which the public health service ought not 
dismiss as none of its affair. Reflecting a 
socialization of interests and remedies 
which is already upon us whether we ap- 
prove or not, the people will presently ask 
the State what it is doing in their interest 
about such a disease—and the health offi- 
cer will have to answer. Of course the or- 
dinary measures of administrative control, 
such as isolation, disinfection and routine 
supervision are not called for. Reporting 
of cases is not usual, though it furnishes 
in some states such as Kansas, the starting 
point of important and useful special sta- 
tistical studies of prevalence and etiologic 
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factors. Nor are the broader questions of 
public sanitary intervention, such as the 
effect of housing and congestion of popu- 
lation clearly raised in regard to cancer. 
Yet there remain certain duties which the 
public health service is more and more 
clearly called upon to discharge in relation 
to this disease. We may consider them 
under the headings of educational work, 
laboratory diagnosis and statistical re- 
search. 
I 


The discussion of the educational func- 
tion of health departments need not long 
detain us. The theoretical basis of the ed- 
ucational campaign in general has already 
been touched upon. Even those who most 
hesitate to accept the view that cancer is 
in any respect a public health problem 
would probably agree that in its educa- 
tional as opposed to its administrative or 
police activities the health department 
will find the most suitable point of appli- 
cation of its interest in this subject. One 
finds, indeed, that several of the state de- 
partments had begun to teach people about 
cancer long before the present effort to 
organize such propaganda on a national 
basis. The publication of a circular by the 
Michigan State Board of Health in 1909 
has already been mentioned. The Vir- 
ginia State Board also published in 1911 
a circular entitled, “Cancer,—What Our 
People Should Know About It.” In 1912 
the Kentucky State Department reprinted 
a popular article which had appeared in a 
woman’s magazine. In Kansas, the State 
Board of Health has for some time co- 
operated with the educational committee 
of the state medical society in distributing 
a special bulletin containing reprints of 
Samuel Hopkins Adams’ article and a list 
of other approved popular articles. The 
joint committee has organized a health lec- 
ture campaign throughout Kansas and iast 
Winter talks on cancer were given before 
more than fifty women’s clubs. A stand- 
ard lecture has been prepared with care- 
fully selected lantern illustrations. 

With the organization of the National 
Society a definite plan of co-operation with 
state and local boards of health was at 
once adopted. In general it was felt that 
the proper function of such a central or- 
ganization should be to enlist the active 
interest of all appropriate state and local 


agencies and provide them with sugges- 
tions and data from authoritative sources. 
Among such local agencies the state and 
county medical societies, universities, wo- 
men’s clubs, industrial, fraternal and 
church organizations may all be expected 
to participate. But the state and local 
health departments, frequently instructed 
by law to inform the public on matters re- 
lating to disease, should, above all, assume 
the leadership in local campaigns of cancer 
education. Accordingly the National So- 
ciety has made special efforts to be of ser- 
vice to health officers. Endeavoring to act 
as a central clearing house for the ex- 
change of ideas the Society maintains a 
regular information service to health de- 
partments and transmits from time to 
time accounts of what various boards of 
health are doing, together with articles for 
use in the monthly publications and sug- 
gestions for local newspaper publicity. 

This policy of co-operation with health 
officers, consistently pursued during the 
two years the National Society has been at 
work, has thoroughly justified itself. It 
would only weary you to recount the de- 
tails of what many of the leading state and 
city health officers have already accom- 
plished and have in preparation. Suffice 
it to say that the state boards of South 
Carolina, West Virginia, Florida, Louis- 
iana, Texas, New York, Massachusetts, 
Vermont, New Hampshire, Connecticut, 
Idaho, Nebraska, Ohio, Arizona, Indiana, 
New Jersey, in addition to the pioneer 
states previously mentioned, have in one 
way or another taken part in the cancer 
campaign. So varied and increasing are 
these activities that it is difficult to keep 
track of them all and be sure that even a 
summary statement is complete. New 
efforts are noted almost every week. Sev- 
eral leading city departments such as those 
of New York, Philadelphia, Chicago, New- 
ark, and Toronto have done excellent 
work. Nor is a large appropriation and 
staff essential. Recently the work of the 
health officer of South Orange, N. J., in 
preparing a cancer leaflet and having it 
distributed from house to house through 
the village, along with similar circulars 
on tuberculosis, milk, infant diseases, etc., 
shows what an active local health depart- 
ment can do even in a small place. 

Some of the state departments have fol- 
lowed the example of Virginia and Mich- 
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igan in publishing special cancer bulletins. 
North Carolina with characteristic effi- 
ciency has recently prepared a new popu- 
lar circular and is distributing thousands 
of copies of it, besides publishing frequent 
articles in its Monthly Bulletin which goes 
to 45,000 homes. West Virginia is about 
to reprint as a special circular an excellent 
article recently published in its Bulletin. 
A number of state boards have given arti- 
cles to the newspapers, particularly those 
of Idaho, New Jersey, Connecticut and 
New York. In the latter state remarkable 
health publicity work has been accom- 
plished under the new and highly effective 
form of organization of the public health 
service. For a time a series of articles 
called “Health Hints” were furnished 
weekly in electrotype form to five hun- 
“dred newspapers throughout the state. 
An article on cancer was included in this 
series and two charts summarizing the 
early signs of the disease and the import- 
ance of early recognition and prompt sur- 
gical treatment were included in a health 
exhibit which has been reproduced for dis- 
play at meetings, and in libraries and other 
public buildings. 

Much of the best work is being done in 
the South. In Louisiana and Florida cir- 
culars provided by the National Society 
are distributed from the health trains 
which have become such an efficient means 
of public education in the Southern States. 
Copy for a circular for the same purpose 
has been prepared for the Texas Board of 
Health in co-operation with the Texas 
Public Health Association. 

Doubtless enough has been said to indi- 
cate how widely this topic has already 
been taken up by state and city boards of 
health throughout the country. There 
seems to be no reason why many other 
state departments and local health officers 
should not follow suit. At any rate, the 
object of the present discussion will have 
been attained if it has been made clear 
that their participation in the cancer cam- 
paign will be thoroughly justified, un- 
doubtedly advisable, and unquestionably 
effective. 


II 


_ After careful consideration, the Execu- 
tive Council of ‘the American Society for 
the Control of Cancer has recently decided 
to urge that facilities for the laboratory 


diagnosis of cancer be offered free by the 
public authorities, especially state boards 
of health. It is quite true that the exam- 
ination of specimens of suspected cancer- 
ous tissue falls in a different category 
from the routine examinations for the di- 
agnosis of diphtheria, tuberculosis and 
other infectious diseases. Nevertheless it 
is believed that the inclusion of cancer 
within the scope of the public health lab- 
oratory is now called for and advisable. 
At least until medical science solves the 
etiological problem of cancer and produces 
the long hoped for therapeutic measures 
which shall displace surgery, the sole hope 
of reducing the cancer death rate and in- 
creasing the number of permanent cures 
lies in earlier recognition and earlier oper- 
ation. If then, we are to assume, as we 
must, that the state’s interest in the public 
health should embrace every reasonable 
measure which promises to add to the 
length of life, what more effective service 
can be rendered in respect to cancer than 
to offer this means of promoting early 
and certain diagnosis. This theory has 
already gone over into practice in North 
Dakota, where the state hygienic labora- 
tory is compelled by law to make examina- 
tions of suspected cancerous tissue free of 
charge. The pioneer English campaign, 
started in Portsmouth at the suggestion of 
Dr. Charles P. Childe, makes the provision 
of laboratory examination by the public 
health department one’ of the chief items 
in its program. One of the oldest Ameri- 


can cancer research institutions, namely 


the New York State Institute for the 
Study of Malignant Disease, has recently 
undertaken to make examinations at its 
Buffalo laboratory of specimens of tissue 
sent from any part of the state. To over- 
come the disadvantage of distance, the 
state health department at Albany is pre- 
paring to offer like facilities and a similar 
step is favorably regarded by the New 
York City Department of Health. One 
would think that least of all in New York 
City with its many hospitals and private 
laboratories there would be occasion for a 
public service of this kind. Yet it is be- 
lieved that there is a distinct need of more 
general recourse to microscopic examina- 


tion to supplement clinical findings, espe-_ 


cially in the smaller hospitals and in pri- 
vate practice. If such are the conditions 
and needs in New York do they not exist 
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in even greater degree in the great West- 
ern and Southern States? With many com- 
paratively small communities scattered 
over great areas, is it not true that it is 
hard enough to build and operate local 
hospitals without considering the addi- 
tional burden of adequate pathological 
equipment? Is there not need for recourse, 
to some central agency in the larger cities 
which will provide the necessary service? 
A recent example is at hand even in one 
of the New England States, where the 
director of a well known cancer laboratory 
taking part in a series of educational 
meetings and clinics, offered to examine 
specimens of tissue sent to him from the 
rural districts. Within a short time after 
his return he received and examined a 
large number of specimens and was thus 
able in several instances to render definite 
service in the recogniton of carcinoma. 
Is it not appropriate then, for the public 
authorities to consider the advisability of 
offering laboratory facilities for the diag- 
nosis of this disease? It is true that micro- 
scopical examination of suspected cancer- 
ous tissue is a procedure involving great 
responsibility and calling, perhaps, for a 
higher grade of skilled technique than is 
necessary in the routine examinations for 
the common infectious diseases. There 
must be no question as to the competence 
of those placed in charge of the work. In 
this respect, however, the experience of 
Savannah, Georgia, proves that it is possi- 
ble for even a moderate sized city to obtain 
by civil service methods a _ thoroughly 
competent pathologist. The same can be 
said of Florida, North Dakota, New York 
and many other states. If the examination 
of cancer tissue is carried out under the 
supervision of public health laboratory 
men of this stamp there is no need of an- 
ticipating any difficulty. 

Public laboratory service in cancer 
seems desirable for several reasons. In 
the first place it will be of direct utility to 
practitioners and patients who do not now 
easily obtain the benefit of such facilities. 
Besides very definitely increasing the pros- 
pect of early diagnosis and treatment, it 
will protect the public from the danger of 
unnecessary operation. Possibly an inci- 
dental danger of the widespread educa- 
tional campaign is that it may bring a 
certain number of patients to their physi- 
cians in a state of apprehension and over- 


readiness to have suspicious growths re- 
moved. Adequate laboratory control, as 
can readily be seen, will assist the surgeon 
and the patient both in determining 
promptly whether a local or a radical op- 
eration should be performed and will tend 
to prevent any unnecessary removal of 
benign growths. 

Such a public service will also have an 
important effect in improving statistics. 
The medical attendant will-be able to make 
more accurate certification of deaths from 
cancer than is now to be expected. In 
the case of diphtheria and the common 
infections, laboratory service has always 
been offered at the price of full and ac- 
curate reports of cases for administrative 
and statistical purposes. In this manner 


the public has received a benefit quite. 


commensurate with the expense of main- 
taining laboratories. No less in cancer, 
certainly in the statistical if not in the 
administrative aspect, will the public gain 
by furnishing the means of greater accu- 
racy in diagnosis and certification. In 
short, it can be justly argued that the mi- 
croscopic examination of tissue removed 
in doubtful cases is a legitimate public ex- 
pense and that it is expedient and for the 
public interest that state and city boards 
of health or other suitable agencies should 
offer such service under suitable safe- 
guards. 
III 


The role of state health departments and 
state registration offices in the improve- 
ment of cancer statistics is of the greatest 
importance. In fact, aside from the 
much-to-be-desired co-operation of prac- 
ticing physicians, progress in this direc- 
tion depends entirely upon local registra- 
tion officials, since the work of the Fed- 
eral Census Bureau for the most part 
merely collects and reflects what has al- 
ready been done by the state offices. There 
is no need to dwell upon the necessity of 
improving American vital statistics. In 
too many states hardly a beginning has 
been made, and even in the oldest regis- 
tration states there is room for improve- 
ment. With respect to cancer, many crit- 
ics indulge in a sweeping rejection of all 
American data as absolutely worthless, 
owing to the general defects of our sys- 
tem of registration. The distinguished 
ex-Director of the Imperial Cancer Re- 
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search Fund stated a few years ago that 
he could draw from the mortality reports 
safer deductions as to the prevalence of 
cancer in Ceylon than in New York. For- 
tunately we are in the way of progress not 
only in general, but in this particular 
field. Through the responsive interest of 
‘the late Director of the Census, Hon. Wil- 
liam J. Harris, and his successor, Hon. 
Sam. L. Rogers, both Southerners, by the 
way, a remarkable advance is promised in 
the completeness and accuracy of statis- 
tics of cancer mortality in the United 
States registration area. At the sugges- 
tion of the American Society for the Con- 
trol of Cancer and of leading individual 
students of this problem, the Census Bu- 
reau has undertaken the preparation of a 
special report on the cancer mortality of 
1914. The essential advances contemplated 
by this report are in the direction of 
greater detail and greater accuracy. The 
’ foremost students of malignant disease 
have long been urging the surpassing im- 
portance of statistics showing the preva- 
lence of cancer as it affects each organ. 
In the regular reports of the Census Bu- 
reau such figures are not available, since 
the returns of cancer deaths are classified 
under the seven group headings of the In- 
ternational List of Causes of Death. Since 
1909, the Registrar-General of England 
and Wales has reported and analyzed the 
cancer mortality in great detail according 
to some thirty organs and parts. The spe- 
cial report of the Census Bureau now in 
preparation will for the first time give 
cancer deaths in corresponding detail, un- 
der twenty-nine titles similar to those used 
in the English reports. In the second 
place the American will outdistance the 
English report in undertaking a complete 
separation of statistics of cancer, in which 
the diagnosis was confirmed by autopsy, 
microscopical examination or surgical in- 
tervention from those in which the diag- 
nosis was based merely upon clinical find- 
ings. To obtain the required detailed in- 
formation for this report the Census Bu- 
reau has corresponded directly with over 
35,000 American physicians and surgeons 
and many of you who are in active prac- 
tice are doubtless familiar with the Direc- 
tor’s letter of inquiry. The report, as 
thus planned, will show the number of 
deaths occurring according to age, race, 


sex and marital condition, with more com- 
pleteness than hitherto, and for the regis- 
tration area, the registration states, each 
registration state separately, and all the 
more important subdivisions. Although 
the report will constitute a special mono- 
graph applying only to the year 1914, 
many essential features of the improved 
registration of cancer will be continued, 
and it is reasonable to hope that a begin- 
ning has been made in raising American 
statistics of this disease nearer to the Eu- 
ropean standards. 

In order to insure greater accuracy and 
completeness of the statistics not only of 
cancer but of other diseases, an effort is 
now being made to introduce a specific 
improvement in the registration ma- 
chinery. It is expected that a committee 
of the American Public Health Associa- 
tion will shortly present to the Director 
of the Census a recommendation looking 
toward the appointment of the appropri- 
ate officials in the several states as collab- 
crating agents of the Census Bureau with 
power to use the authority and franking 
privilege of the Federal Government in 
sending out prompt and uniform query 
letters to obtain the further details which 
are so often needed to complete certificates 
of death. The operation of this plan 
should bring about uniformity and greater 
certainty in this procedure and thereby 
result in better statistics. The necessary 
details could be asked for by the state of- 
fice much sooner than by the Washington 
authorities and within a comparatively 
short time after the death of the patient 
while the details of the case are fresh in 
the mind of the medical attendant. A 
complete and correct transcript could then 
be forwarded promptly to Washington and 
there would be no need of further query 
letters from the Federal Bureau. Like sc 
many other things, this plan seems en- 
tirely desirable, but there are precedents 
to establish and possibly obstacles to over- 
come before it can be put into operation. 
It is greatly to be desired that state of- 
ficials will co-operate so far as lies in their 
power in securing the adoption and insur- 
ing the future success of this measure of 
state and Federal co-operation. 

All the labor and expense involved in 
these projects for the improvement of sta- 
tistics is justified, if we are to assume that 
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the public desires an earnest and _ thor- 
ough-going scientific effort to discover the 
cause and the cure of cancer. People do 
not as a rule become. enthusiastic about 
statistics and it is easy to overlook the 
great importance of statistical investiga- 
tion in advancing our knowledge of this 
disease. The public is apt to take more 
interest in experiments on mice, rabbits, 
chickens and fish than in the laborious 
collection and study of the records of can- 
cer deaths. Newspaper editors, for in- 
stance, find space even in war time to 
chronicle the fact that 87,253 animals, 21,- 
746 of which were mice, were killed in 
England and Scotland in the course of 
cancer investigations in 1914. Yet in 
Great Britain, if anywhere, the value of 
statistical research is appreciated and 
money freely spent for it. Upon the 
foundation of the Imperial Cancer Re- 
search Fund, a dozen years ago, one of the 
first undertakings was the organization of 
a thorough-going statistical inquiry with 
representatives in all parts of Europe and 
Asia. Today there is perhaps no more 
significant and clearly established conclu- 
sion than the understanding that malig- 
nancy is closely associated with chronic 
irritation. This knowledge is indeed be- 
coming commonplace among even those 
who have only elementary ideas of the dis- 
ease. How many realize, though, that 
this very important and positive ad- 
vance is chiefly the result of the statis- 
tical investigations of the Imperial Re- 
search Fund? These observations of 
chronic irritants are now so often quoted 
that they seem sadly overworked-—kangri- 
basket in Kashmir, betel-nut chewing, 
chimney-sweeps’ cancer, cancer of the har- 
nessed horn in the cattle of India, etc. 
Best of all, perhaps, is the observation that 
cancer of the stomach is frequent in China 
among the men who eat hot rice, while 
occurring far less commonly among the 
women who get their rice cold at a “second 
table.” These well-known and really val- 
uable observations owe their prominence 
chiefly to the reports of the English stu- 
dents. They have been aptly character- 
ized by Dr. Bashford as natural experi- 
ments wherein peoples of varying racial 
climatic and dietetic environment uncon- 
sciously subject themselves to observation 
and comparison with the European stand- 
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ard or “control” with respect to the spe- 
cific incidence of malignant disease. 

The immediate problems calling for sta- 
tistical study by American health depart- 
ments were concisely stated by Dr. F. C. 
Wood, Director of the George Crocker Re- 
search Fund of Columbia University, in a 
paper recently read before the American 
Public Health Association in September at 
Rochester, N. Y., and not yet published. 
Dr. Wood points to the need of beginning 
at once the collection of extensive data in 
order that the material may be ready for 
final study ten or twenty years hence. Sta- 
tistics of deaths in hospitals are of little 
value because they do not as a rule accu- 
rately represent the normal population of 
the district in which the institution is sit- 
uated. A prominent surgeon, skilled for 
instance in operations upon cancer of the 
breast, will naturally attract to his hos- 
pital an unusually large number of cases 
of that kind, thus invalidating general 
conclusions from the records of that insti- 
tution as to the relative prevalence of that 
form of the disease. More representative 
investigations are needed and state health 
departments should take up the work. 

One of the first needs is for accurate 
statistics of the incidence of cancer by 
counties, as well as by states, in order 
that it may be ascertained whether cli- 
mate, soil, moisture, drainage, etc., pro- 
duce a demonstrable effect on the occur- 
rence of the disease, and therefore stand 
in a definite relation to its cause. Perhaps 
in no other field have statistics been sub- 
jected to greater abuse than in the effort 
to prove that cancer states, cancer dis- 
tricts and cancer houses exist, and there- 
fore that the disease is infectious. Some 
of these arguments exhibit the mosi ele- 
mentary fallacies. In the “chamber of 
horrors” of the Imperial Cancer Research 
Fund in London is a colored map gotten 
up by an amateur cancer association 
which purports to show the relative preva- 
lence of cancer in the several counties of 
England. It is said that this alleged 
study was made simply by taking an 
ordinance map and applying the crude 
death rates of the several counties as 
shown in the report of the Registrar- 
General. On a map produced by similar 
methods in this country, Vermont would 
be black and Kentucky white. Almost 
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everybody knows that cancer is a disease 
of adult life and that in regions where 
there is a predominance of old people, the 
younger generation having migrated to the 
cities, there is bound to be a higher cancer 
death rate. Such maps and such compar- 
isons are therefore totally misleading and 
unreliable. Until correction for age dis- 
tribution is applied we have no right even 
to begin to think of other possible causes 
for a higher cancer death rate in one dis- 
trict than in another. And of course it 
is evident that to make such corrections 
we must have accurate census information 
as to the population, and its age and sex 
constitution in the districts compared. In 
too many states such data is entirely lack- 
ing. 

The comparison of cancer incidence on 
different races is a line of investigation 
that must be carried very much further. 
Here it rests upon the Southern states 
with their Negro population and upon the 
Western states containing what is left of 
.the Indian race, to furnish the American 
data required. To ascertain whether there 
is any actual increase in these racial 
groups it is necessary to compare the gen- 


eral incidence in Negroes and Indians with. 


that of the white race, and above all to 
compare the special incidence on particu- 
lar organs of the body in the different 
races. 

Finally, it is of true scientific impor- 
tance that we have a final and convincing 
answer to the question whether cancer is 
increasing or not. Aside from the popu- 
lar interest in the matter there is the pos: 
sibility that further light may thus be 
thrown upon the etiology of the disease. 
Only if it is established that cancer is 
really increasing can the argument be 
maintained that modern conditions of civ- 
ilization, diet, urban life, etc., have any- 
thing to do with the disease. If the in- 
crease is real and continuing, redoubled 
emphasis is placed upon the need of pub- 
lic education looking toward the more fre- 
quent surgical removal or medical treat- 
ment of chronic skin lesions, ulcers and 
other conditions which accumulating expe- 
rience proves to be the precursors of can- 
cer. But strong as is the presumption 
that the disease is really increasing, it 
seems difficult under present conditions to 
produce statistical evidence that is im- 


mune to attack. Only the improvement of 
mortality records by reinforcement with 
microscopical examinations and a higher 
percentage of routine autopsies can an- 
swer this question in a way to convince all 
doubters. The extension of microscopic 
research and the improvement of statis- 
tical methods here again run together to 
the same purpose. A study of London 
hospital records shows that autopsies in- 
creased the number of final diagnosis of 
cancer by 30%. One of the foremost 
American students holds that if these pro- 
cedures eould be thoroughly adopted and 
the varieties of tumors thereby deter- 
mined and registered, many of the ques- 
tions now insoluble would be answered in 
a couple of decades and we should know 
not only whether cancer on the whole is 
increasing but whether one variety or an- 
other is becoming more frequent and 
whether the incidence on each particular 
organ is changing. 


The problems of heredity, the effect of 
occupation and chronic irritation, the rela- 
tion between cancer and syphilis and 
many similar and important lines of re- 
search depend entirely upon the improve- 
ment of statistical methods and sources. 
It is not necessary here to discuss any 
more of these special problems in detail. 
Sufficient has been said, it may be hoped, 
to point out the opportunity and the duty 
of American public health officials to con- 
tribute a great and necessary share of the 
manifold effort which must still be made. 
In their statistical work, in their diagnosis 
laboratories, and in their efforts to organ- 
ize and direct the instruction of the people 
in matters of health will be found appro- 
priate opportunities to render splendid 
service in the age-long and still continuing 
war against cancer. 


DISCUSSION. 


Dr. J. C. Bloodgood, Baltimore, Md.—I appre- 
ciate this privilege of talking to the public health 
officers of the Southern States. I have read Mr. 
Lakeman’s paper, and I am also familiar with 
the work he has been doing, as we have talked 
over the subject a great deal, and I want to dis- 
cuss the problem simply from the standpoint of 
public health. I do not know whether I know 
anything about it, but I am going to give you my 
point of view, which is the point of view of a 
surgeon who for twenty-five years has been at- 
tempting in every way to ascertain the results 
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that we are getting in the surgical treatment of 
cancer. 

{i may preface my remarks by telling you some- 
thing about that, because to a certain extent I 
have a public health department in my depart- 
ment. That department is now called the “Ulti- 
mate Results Department.” It is financed en- 
tirely by friends and patients. The first object 
was to get at the results of our surgical treat- 
ment in the last few years,in addition to attempt- 
ing to find out the results of this educational 
propaganda in regard to cancer. 

The figures show in every region where cancer 
is situated, and if we take the figures up to 1908, 
a period of eighteen years, and compare them 
with the next two years, 1910, just two years as 
compared to eighteen, these two years represent 
the beginning of the propaganda of education. 
We find in every group of cancer that the per- 
centage of early cancer has increased, and that 


the percentage of inoperable cases has decreased.’ 


When we compare the figures between 1913 and 
1915, we find for six months of any one of these 
two later years we have accomplished more than 
in the two years previous. This educational prop- 


_ aganda in the last two years as compared with 


1908 to 1913, a period of five years, is as six to 
two years, so that there seems to be no question 
that something has happened. There we have the 
records up to 1908, a period of 18 years, with a 
very gradual, hardly perceptible improvement. 
Then in the next five years, 1908 to 1913, after 
the educational propaganda, a distinct improve- 
ment, more improvement in the five years than 
the previous eighteen years and more in the last 
two years than in the previous five. 

These figures demonstrate that the educational 
propaganda, whatever it is, has accomplished re- 
sults. The question is can we explain these -re- 
sults? Of course, the educational propaganda in 
the beginning was what the surgeon told his 
patient and the general practitioner who brought 
the patient. We take the practitioners who come 
in contact with us personally in regard to cancer 
and we educate the patient, and as Dr. Freeman 
has said, we have educated our own students. 

The great trouble is, so many of our own stu- 
dents have not gone into the subject so thor- 
oughly as they might. There is a demand in the 
scientific laboratory for men and a large number 
of men have gone into the Public Health Service. 
But this is what I know in the last two vears on 
account of having more money and _ therefore 
more help. 

We have a card index of every doctor, and every 
patient sent by every doctor, in the last twenty- 
five years. We take all of the breast cases of 
Dr. Smith, all his lip cases, and his stomach 
cases, etc. When Dr. Smith formerly sent us 
breast tumors they wefre generally inonerable, 
but now they are always operable, and generally 
curable. If think it is going to take a year or two 
to get out these things because the money I have 
under mv control is limited. If some man would 
give $10,000.00 I would get out the work in six 
weeks. The work is done by students. who have 
a knowledge of medicine. 

Every individual case is noted that comes un- 
der our observation and we find out whv they 
came. Did thev come because the doctor ad- 
vised them, or did thev come because some friend 
advised them, or did they come because they read 


something in a newspaper or magazine? The 
point is that different things brought them. Un- 
tortunately, at the present time, the thing that 
brings them to us now is not the doctor; it-is 
not the fault of the doctor, because they have 
something they would never ask their family 
physician about. A patient, as a rule, is just as 
apt to neglect going to the family physician as 
he is to the surgeon. These things that have in- 
fluenced the public most, as far as I can make out 
in regard to cancer from my own figures, are what 
they have read and perhaps more what they 
have heard in public addresses. ; 

Now, we come to the chief thing in Mr. Lake- 
man’s paper. Through what agency in this coun- 
try can the propaganda of cancer be best and 
most quickly attained? I know the public health 
officers have enough to do, and I know they have 
not got enough money to do what they have to 
do, but I feel I am not speaking in this way from 
a psychological standpoint, nor to flatter you in 
getting you to do it, but I feel that as we em- 
phasize before the public the importance of the 
Public Health Department of the Government 
and the public health departments of the state, 
city and county, the more we emphasize as a 
profession that we need their help, the less diffi- 
culty ‘will they have in getting money to do their 
work. I may be wrong in that, but whether I 
am right or wrong, I still think I am right, the 
public health departments of this country are the, 
best means for the propaganda of education. 
There may be other methods, but how can you 
help? What we want you to do is to help us in 
this work, as we will never know from any surgi- 
cal clinic the results of the early treatment of 
cancer. We may report from Baltimore that our 
percentage of cure of cancer of the breast is in- 
creasing from 35 to 42 or to 52 and 60%, and so 
on. That does not prove it. The great proof 
that surgery, or whatever method may happen to 
be the treatment of cancer, has done some good 
is when the public health statistics show that 
cancer is'on the decrease. If in 1910 we had the 
absolute figures that there were 10,000 deaths 
from cancer of the breast and in 1912 there were 
only 400 deaths from cancer of the breast, some- 
thing has happened. We do not care what has 
happened, but something has happened. From 
now on, if the health departments throughout 
the country can be aided by funds to have a de- 
partment which will keep their vital statistics in 
such a perfect form that from year to year we 
can check the results on cancer, great good will 
be accomplished. 

The literature that we wish to reach the public 
on cancer can be sent through the public health 
departments. The moment a doctor sends in a 
death from cancer, on the ordinary blank report, 
you can send him another blank which he will 
fill out in detail, with a leaflet for the doctor in 
regard to the type of cancer, whether of the 
breast or uterus, and one or two more to go to 
the family because the family, when they have 
a case of cancer in their midst, will read the 
fiterature on cancer with an entirely different 
mental attitude, and the doctor who has written 
a death certificate for cancer is in a much better 
receptive attitude for education. 

In the second place, the public health officials 
throughout the country are not in practice. 

Dr. Williams: . Many of them are not. 
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Dr. Bloodgood: Ultimately none _ will be. 
Therefore, if the member of a public health de- 
partment of a city, county or state makes ad- 
dresses on cancer he can not be criticised on the 
ground he is advertising to get patients. I wish 
all of you who are now speaking on cancer were 
on salaries. But the public health man undoubt- 
edly will be one of the most important factors 
for making public addresses on cancer. There it 
is in a nutshell. 

There is only one other suggestion that is most 
interesting, and that is, to ask doctors in writing 
a death certificate to put down, in addition to the 
cause of death, whether this patient had ever been 
operated upon for cancer, and whether there was 
evidence he had been cured of cancer. We have 
no such records at the present time. Here, for 
instance, is a woman operated upon for cancer 
of the breast twenty years ago and dies in a 
county in Virginia of some heart disease. We 
would like to have a'record of that. The fact is 
you can find out easily from the doctor and fam- 
ily where she was operated upon; and you can 
communicate with the hospital where she was 
operated upon and complete your record. It 
would be a splendid thing to do that. It is a 
question, gentlemen, of dollars and cents, and I 
never was able to do this until I got money with 
which to do it, and am not able now to do it on 
so large a scale as I should like. 

A classmate or colleague of Dr. Freeman in 
Wisconsin sent out letters in regard to a survey 
of cancer, received 20% replies, was discouraged, 
and gave it up. As a matter of fact, Dr. Free- 
man said he was lucky. I tell you this: I have 
been writing doctors for over twenty years, and 
the doctors who do not answer my letters, as a 
Tule, are my own colleagues in my own town. 
They think they will see me the next day. The 
doctors who answer letters best and first are the 
men in the small places. 

I would like to make one other statement: We 
have written to every case in the hospital of 
which we have a record, in twenty-five years, op- 
erated upon for gall stones or for some trouble 
with the gall bladder. Sixty per cent of the re- 
plies were put in charge of the lost and found de- 
partment, and after a year’s work the percentage 
of replies was 96. We know the result in 96% 
of the cases operated upon for gall stones. 

_What can we say of the ultimate results? Not 
a single patient whose gall bladder has been 
drained, whether there were stones or not, has 
died of cancer of the gall bladder. Proper drain- 
age of the gall bladder is just as good for cancer 
as the removal of the gall bladder. What we 
are doing in the Surgical Pathological Laboratory 
of the Johns Hopkins Hospital in relation to ulti- 
mate results can be done and should be done in 
the public health departments of this country, 
Providing they can get the money with which to 
do it; and the machinery that you need for that 
work is the machinery that you need for this 
work. I believe it can be made uniform and 
standardized, and I would like to see the South- 
ern Medical Association appoint a committee to 
investigate and study some method, so that when 
you do start you will have a uniform method of 
doing it. As it is now, the different health de- 
partments throughout the country are doing dif- 
ferent things. It is time to standardize it. It 


893 


will make it more thorough and more economical. 

Dr. Allen W. Freeman, U. S. P. H. S., Washing- 
ton, D. C.—I would like to say a few words upon 
this subject. I have been tremendously interest- 
ed in the work that Dr. Bloodgood has been doing 
in his laboratory for many years in following up 
cases. Quite a while ago when I went back to 
Virginia and into public health work, I saw Dr. 
Bloodgood several times and talked with him 
about the cancer problem. And then I met Dr. 
Cullen one night on a south-bound train, and as 
a result of a little conference we had, Virginia 
got out the first cancer bulletin ever issued by an 
Eastern state. Michigan, I believe, beat us by a 
few months. We did not know about it at the 
time. 

That bulletin had considerable effect. It at- 
tracted considerable attention from newspapers 
and the laity, but largely failed in its purpose be- 
cause of the fact that instead of writing it our 
selves we had it written by a surgeon. I hold no 
case against the surgeon, however, but it is a 
fact, and any one who has had any experience 
with public health education recognizes it, that 
material to be digested by the ordinary public 
has to be recast and written in non-technical lan- 
guage. The man who wrote that bulletin was a 
good surgeon and an excellent writer, and I did 
not have the nerve to recast the article when it 
came in. But articles upon cancer must be writ- 
ten and issued on the same basis as literature on 
typhoid fever and hookworm disease. We must 
keep away from the surgical standpoint. 

As to the question of vital statistics, we are ac- 
cumulating an enormous amount of material. 
The Census Bureau will publish a certain amount 
of this in a special bulletin, but there is locked 
up in the registration office of all states which 
have registration, an enormous mass of valuable 
material which the rather limited facilities of 
the Census Bureau does not permit to be digested 
and gotten out. It is an entirely practicable 
procedure, as Dr. Bloodgood has pointed out, to 
have every certificate of death from cancer which 
comes into any state registration officer followed 
by a letter to the doctor, and to get just the 
amount of information you want in regard to the 
case. 

As to getting circular letters from doctors, we 
have the same experience as every one else, and 
that is, when you start circularizing you hit the 
waste basket in the center. If you get 20% of 
replies from the first letter, you are lucky. If 
you get 20 or 30% more from the second, and 
keep after them you can get nearly all to give 
any kind of statistical information you want. 
Most of the men are careless, and they do not 
pay any attention to what you write them until 
you let them know you will not let up on them. 
Cancer is one of the pressing problems of public 
health today. When we consider the death rate 
from cancer, from heart disease, and from 
Bright’s disease, we realize what an enormous 
task we have before us. 

Dr. Bloodgood has given us some encourage- 
ment in saying that notwithstanding the fact that 
cancer is increasing, we are making a dent in 
the popular mind, and that people are seeking aid 
sooner. 

His remarks with reference to taking the edu- 
cational propaganda over as a: part of the regu- 
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lar public health movement are very pertinent. 
Surgeons who have taken up this work at their 
own expense have been severely criticised by 
some people who should have known better. It 
is a legitimate field for exercise of Government 
authority and expenditure of Government funds. 
Whether it be the government of the state or city 
we should take it up as a part of our regular 
work just as other recognized phases of public 
health activity. 

Dr. L. B. McBrayer, Sanatorium, N. C.—I no- 
tice Dr. Bloodgood deals in percentages of opera- 
ble and inoperable cases now and a number of 
years ago, showing that he gets very much fewer 
inoperable cases than he did in the days gone by; 
and urges from these statistics that the doctors 
are diagnosing the cases very much earlier. 
Might it not be that the doctor’s ability as a sur- 
geon has something to do with the fewer inop- 
erable cases found? 

Dr. John L. Davis, Waco, Tex.—I suppose I 
look upon this subject of cancer from a different 
viewpoint than the ordinary physician or sur- 
geon, because almost all my life I have been 
connected with life. insurance work; and we look 
at it somewhat from a financial standpoint besides 
the humanitarian view that every physician takes. 
Unfortunately, experience among insured lives 
shows that cancer has almost doubled in its mor- 
tality in the last twenty years, so that at middle 
age the mortality from cancer is about 6% of the 
total mortality. 

I am very much pleased to know that Dr. Blood- 
good sees a ray of hope in bringing this mor- 
tality down, because everything that I have read 
shows that cancer has increased, and this is al- 
most the first view of the percentage going the 
other way. Anything that will go to help us 
financially will help us also in a humanitarian 
and broader sense. We appreciate what the sur- 
geons are doing. I think our only hope, our great- 
est hope, is to educate the people as well as to 
educate the profession. All insurance companies 
are doing that to a greater or less extent, and we 
are endeavoring to conserve the health of people 
through our educational methods, and anything 
we can do in that way is going to prolong life, 
and particularly if we can induce people to go 
to their physicians for periodical examinations, 
so that their first symptoms of cancer and dis- 
eases of that kind requiring early treatment can 
be noted. I am sure the mortality can be very 
materially improved through the early knowledge 
of such conditions as cancer. 


Dr. Joseph C. Bloodgood, Baltimore, Md. (clos- 
ing.)—In answer to the question of Dr. McBrayer, 
I will say that I used the words inoperable and op- 
erable in early cases to save time. We have di- 
vided them into the following groups: Benign 
lesions, no treatment, that is, cases that simulate 
perhaps pre-cancerous lesions, which get well with- 
out any operation. For instance, you will notice 
that I have a fever blister on my lip. Up to two 
years ago nobody would worry over a fever blis- 
ter. Ninety-nine fever blisters would get well 
and the other one might prove to be a cancer. 
If this fever blister on my lip is going to be a 
cancer I will have it cut out at the end of a few 
weeks if it is not going to heal. This education 


is bringing all surgeons great dilemmas. 

Let me first divide the benign lesions, no op- 
eration. Benign lesions, operation confirmed by 
the microscope. We can not claim cures for can- 
cer in them. Early cancers, late but operable 
cancers, and inoperable cancers. Four groups in 
our records are increasing in number; one group 
inoperable, decreasing in number. You can not 
get away from that. Surgery is just the same. 
Let us take the same thing in the breast where 
it is positive. Inoperable cancer of the breast in 
our clinic is on the decrease. It used to be about 
42%; it is now about 18%,—entirely too high. 
Fully developed cancer, such as scirrhous and 
medullary cancer, with areas of adenocarcinoma, 
is on the increase. Adenocarcinoma is on the 
increase. As to adenoma, the pathologists dis- 
agree as to whether it is cancer or not, but it is 
on the increase. Benign tumors of the breast 
have increased from 35 to almost 60%. Condi- 
tions of the breast that we do not operate upon,— 
pain, discharge of blood from the nipple, multi- 
ple areas of induration,—are on the increase. 
Surgery has not changed at all. Dr. Halsted’s 
operation on the breast today is the same as he 
did it twenty-five years ago. Why, then, have our 
cures increased from 35 to 42% in cancer if no- 
body Will disagree that it is cancer? There is 
only one other factor, the cases are seen earlier, 
and if you put them in groups you will find them 
earlier. There is no question about this occur- 
ring in every locality. If we can accomplish 
what I have told you in Baltimore, you can ac- 
complish it everywhere. 

I leave you to read Mr. Lakeman’s paper. The 
American Society for the Control of Cancer can 
do nothing unless it has avenues through which 
it can work. The American Society for the Con- 
trol of Cancer has been pushing behind the backs 
of the people who have got to do the work. Even 
if the American Society for the Control of Cancer 
had a million dollars it could not do the work 
without the help of other agencies, and‘the ques- 
tion is what is the best agency through which 
it can work? I believe it is the duty of the health 
service, and I think literature must go to people 
who will appreciate it. It must be good litera- 
ture. We must furnish the people literature upon 
which we agree, and we should not say anything 
to the public about the things upon which we 
disagree. You must have public health meetings 
in your localities throughout the country twice a 
year, and the publicity of these meetings must be 
under the control of a committee. I think we 
should try to eliminate publicity through the in- 
dividual. For instance, a reporter came to me 
today and wanted an abstract of my two papers 
I told him to go to the Publicity Committee and 
the Publicity Committee sent him back to me. 
That is a great mistake. In meetings of this kind 
everything that gets into a newspaper should 
come through the Publicity Committee, so that 
what we get in the newspapers is what we agree 
on and behind which we have the authority of 
the country. What happened in New York? 
When we had our first meeting there of the 
American Society for the Control of Cancer, what 
was the heading? “Experts Disagree as to Can- 
cer.” That was a great help to the beginning of 
the propaganda, was it not? 
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SURGERY, GYNECOLOGY, OBSTETRICS AND 
GENITO-URINARY DISEASES 


THE SYMPTOMS AND SURGICAL 
TREATMENT OF CERTAIN CONDI- 
TIONS PRODUCED BY THE PRES- 
ENCE OF ADVENTITIOUS BANDS 
AND MEMBRANES WITHIN. THE 
ABDOMINAL CAVITY, WITH RE- 
PORT OF TEN CASES.* 


By R. BLAND WILLIAMS, M.D., 
Surgeon, U. S. Navy. 


The recognition of the presence of ad- 
ventitious bands and membranes within 
the abdominal cavity is not new. Such 
structures were described many years ago 
by Virchow; and more recently Jonnesco 
described a “parietocolic fold” and Treves 
a “bloodless fold.” Similar structures 
have also been described by Reed, Juvara 
and others, but it was not until the writ- 
ings of Lane and Jackson appeared that 
any great interest was taken in the mat- 
ter. Besides these, many others have con- 
tributed to our knowledge of the subject, 
notably Binnie, Martin, Mayo, Coffey, 
Bainbridge, Pilcher, Frazier and Gerster. 
The membranes and bands and the effect 
produced thereby have been variously de- 
scribed under such titles as “Chronic Con- 
stipation and Its Surgical Treatment” 
(Lane), “Pericolitis Dextra” (Binnie), 
“Membraneous Pericolitis’ (Jackson), 
“Cecum Mobile” (Wilms), “Chronic In- 
testinal Stasis” (Lane), “Intestinal Ob- 
struction Due to Kinks and Adhesions of 
the Terminal Ileum” (Mayo), “Gastro-In- 
testinal Stasis” (Coffey), “Pericolic Mem- 
branes and Lane’s Kink” (Williams), etc. ; 
and under these terms the various writers 
have described identical or very similar 
conditions. 

Whether we accept the evolutionary 
theory of Lane, the congenital theory of 
Reed or Eastman, or the inflammatory 
theory of Pilcher, Gerster and others, 
there is no question that adventitious 


*Read by Title, Section on Surgery, Southern 
Medical Association, Ninth Annual Meeting, Dal- 
las, Tex., Nov. 8-11, 1915. 


bands and membranes are of very fre- 
quent occurrence, and in many instances 
produce serious consequences. Of the con- 
ditions brought about by the presence of 
these bands and membranes, by far the 
commoner and more important are: 


1. The ileal or Lane’s kink, produced by 
a band which extends from the right iliac 
fossa across the under surface of the ileal 
mesentery and is attached to the wall of 
the ileum within a few inches of the ileo- 
cecal valve. 


2. Kinks and angulations of the ter- 
minal ileum produced by adherent appen- 
dices,—an appendix adherent to the un- 
der surface of the ileal mesentery causes 
a condition very similar to Lane’s kink. 
Gross inflammatory adhesions may pro- 
duce various angulations and kinkings of 
the terminal ileum and obstruction of a 
greater or lesser degree. 


3. Angulation at the hepatic flexure and 
obstruction of the ascending colon by a 
pericolic or Jackson’s membrane, which 
membrane extends from the parietal peri- 
toneum to the outer side of the ascending 
colon, covers this structure and the hepatic 
flexure and loses itself in the wall of the 
gut near its internal longitudinal band. 
This structure contains fine blood vessels 
and connective tissue fibres. One or more 
of these bands may directly compress the 
gut, causing partial obstruction, or the 
membrane may angulate and kink the he- 
patic flexure, either by abnormally fixing 
this point, or by binding together the as- 
cending and the beginning of the trans- 
verse colon. 

4. A dilated and mobile cecum, by be- 
coming prolapsed into the pelvis, will ex- 
aggerate any existing kink or obstruction 
at either the hepatic flexure or in the re- 
gion of the ileocecal valve, and is in itself 
the cause of stagnation of the intestinal 
contents. 

5. Angulation and obstruction at the 
hepatic flexure by a membrane which 
binds together the ascending colon and 
the first portion of the transverse colon. 
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Such a membrane or adhesion is distinct 
from Jackson’s membrane. 

6. Marked prolapse of the transverse 
colon may in itself produce angulation and 
obstruction at the hepatic flexure and will 
exaggerate the obstruction produced by 
any co-existing membrane. 

It may be noted that gastroptosis with 
pyloric obstruction or a generalized intes- 
tinal prolapse have not been mentioned, as 
these conditions are considered as distinct 
and separate from those produced by the 
presence of adventitious membranes and 
bands. 

The symptoms produced by one or a 
combination of the conditions above out- 
lined are those of chronic obstruction with 
intestinal auto-intoxication and may be 
enumerated as follows: 

1. Apathy, loss of energy, easy fatigue, 
headache, backache, pain in the muscles 
and a general feeling of ill being. 

2. Discoloration of the skin which be- 
comes sallow or muddy and occasionally 
spotted, dark rings appear beneath the 
eyes. 

‘ 3. Coldness and claminess of hands and 
eet. 

4. A foul breath, loss of appetite and 
very commonly a loss in weight. 

5. Symptoms suggestive of neurasthe- 
nia. 

6. Attacks of abdominal pain which are 
usually referred to the right side of the 
abdomen, not uncommonly to the region of 
the appendix. Such attacks may be pre- 
ceded or followed by vomiting and may or 
may not be associated with taking of food. 
_ 7. Local tenderness which is confined to 
the region of the band or kink producing 
the obstruction. Thus tenderness in the 
right iliac region would suggest the pres- 
ence of a Lane’s kink or other obstructive 
factor in the region of the ileocecal valve, 
and tenderness over the hepatic flexure 
— indicate obstruction in that local- 
ity. 

8. A sénsation of distension by gas com- 
monly confined to the right side of the 
abdomen. Not infrequently the distended 
cecum can be plainly outlined. 

9. Constipation which is present in a 
great majority of the cases and is usually 
marked. Constipation often precedes the 
attacks of pain by many months and not 


infrequently it alternates with mucous 
diarrhea. 

10. Bismuth radiographs are of the 
greatest value in clearing up the diagno- 
sis. Normally the stomach should empty 
itself of the bismuth meal in about six 
hours, in about nine hours the bismuth 
should have passed the ileocecal valve, and 
in from twelve to eighteen hours the 
greater part of the bismuth should have 
passed the hepatic flexure. Marked de- 
partures from these figures tend to indi- 
cate obstruction. Frequently the kink or 
angulation can be plainly made out in the 
radiograph. 

In any given case either the obstructive 
or toxic symptoms may predominate the 
one almost to the exclusion of the other, 
or symptoms of both obstruction and in- 
toxication may be present and well 
marked. In two of our cases symptoms of 
acute, and absolute obstruction developed, 
requiring immediate operation. These 
cases are given in full under case reports. 

The symptoms of a case of average se- 
verity are somewhat as follows: The pa- 
tient gives a history of constipation ex- 
tending over a period of months or years, 
of attacks of abdominal pain usually re- 
ferred to the right side, not uncommonly 
to the region of the appendix, and perhaps 
of attacks of vomiting. He will tell you 
that he feels loggy and heavy and that he 
tires easily and that he has no “ambition.” 
Upon examination it will be found that he 
has a sallow complexion, that his hands 
are sweaty and cold and that his breath 
is offensive. Abdominal palpation will re- 
veal a point of tenderness in the region of 
the appendix, usually somewhat lower 
down than the ordinary location of appen- 
dix tenderness or an area of maximum ten- 
derness may be felt over the henatic flex- 
ure. Very frequently a distended cecum 
and ascending colon can be distinctly pal- 
pated. Given such symptoms a diagnosis 
of intestinal obstruction and. stasis pro- 
duced by either an ileal kink, an adherent 
appendix, a pericolic membrane or a mo- 
bile cecum is almost unavoidable. Not in- 
frequently a case will present itself whose 
chief symptoms are frequent attacks of 
vomiting, occasionally occurring after 
every meal. In such a case the tenderness 
is apt to be most marked over the anpen- 
dix region, and at operation a well-devel- 
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oped Lane’s kink produced by a broad, 
thick ileo-pelvic band will frequently be 
found to be the cause of the trouble. In 
several such cases the division of the band 
and plastic repair of the peritoneal defect 
completely and permanently cured the 
condition. 


TREATMENT. 


It is unquestionably true that much may 
be accomplished in certain cases of ob- 
struction and stasis produced by one or 
more of the conditions above described by 
prolonged rest in bed, the administration 
of liquid petrolatum, forced feeding to in- 
crease the fat and thus give support to 
the prolapsed viscera (Jones’ method) and 
by wearing supporting belts or mechanical 
spring supports to accomplish the same 
purpose. Such methods apply especially 
to women with relaxed abdominal walls. 
However, in cases such as those upon 
which this report is based, that is, more 
or less vigorous males between the ages 
of 20 and 45 years, such methods have lit- 
tle value. In these cases the abdominal 
wall is firm and muscular and any abdom- 
inal support can accomplish little or noth- 
ing. In such cases, operation offers the 
only hope of cure. .We have employed the 
following operative procedures in all such 
cases with the greatest benefit. 

In cases of obstruction produced by 
Lane’s kink, the band causing the kink is 
divided transversely and the peritoneal 
defect thus produced is sutured at right 
angles to the line of division of the band. 
In some cases extensive undermining of 
the peritoneum is necessary to cover in 
the defect caused by a complete division 
of the band. It is extraordinary what a 
degree of angulation, kinking and obstruc- 
tion can be completely relieved by this pro- 
cedure. 

In those cases of obstruction produced 
by an adherent appendix, the removal of 
the appendix will relieve the obstruction. 
In cases of obstruction by inflammatory 
adhesions, all such adhesions must be 
carefully separated, all peritoneal defects 
carefully covered and suture lines or any 
i surfaces smeared with sterile vase- 
ine. 

A Jackson’s membrane causing obstruc- 
tion is divided to such an extent as is nec- 
essary to completely relieve the obstruc- 
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tion, especial attention being given to the 
fibrous bands. Raw edges or any defects 
should be liberally smeared with sterile 
vaseline. 

In cases of obstruction and stasis from 
a prolapsed and mobile cecum, this struc- 
ture is to be fastened into its normal po- 
sition by uniting its external longitudinal 
band to the parietal peritoneum along the 
line of meeting of the lateral and poste- 
rior abdominal walls by a number of inter- 
rupted linen sutures. In those cases in 
which the cecum is markedly dilated, its 
size is to be reduced by plication after 


.the manner of Blake,—that is by uniting 


the anterior and external longitudinal 
bands by means of a continuous linen su- 
ture. The cecum is then fastened into its 
normal position in the manner above de- 
scribed. It will be found that after fixing 
the cecum in this way it still has a slight 
range of mobility as if provided with a 
newly-formed mesentery. 

Frequently the mobile and dilated cecum 
is associated with a pericolic membrane 
causing obstruction at the hepatic flexure 
and occasionally with an ileal kink as well, 
both of which conditions have also to be 
corrected. 

In those cases in which a prolapsed 
transverse colon is believed to be the cause 
of the obstruction at the hepatic flexure, 
this structure may be lifted up and sup- 
ported by uniting the great omentum 
transversely to the anterior abdominal 
wall above the umbilicus by a series of su- 
tures as suggested by Coffey. It is well 
to add to this procedure a plication of the 
gastro-colic omentum. In three cases we 
have combined this method with the divi- 
sion of a pericolic membrane at the hepatic 
flexure with satisfactory results. 

It may be noted that the operations of 
short circuiting and colectomy have not 
been mentioned in the above discussion. 
During the past three years we have op- 
erated upon 42 cases of chronic intestinal 
stasis due to one or more of the conditions 
above described, and in no case did either 
of these radical measures seem indicated. 
We have been able to trace a number of 
these cases for periods of one to two years 
or longer and in a very large percentage 
of them the results have been excellent and 
the cure apparently permanent. In most 
cases the results are very striking. 
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CASE REPORTS. 

Case I—W. I. L, age 22 years. Admitted Jan- 
uary 21, 1915. Chief complaints: headache, pain 
in right iliac region, constipation and malaise. 

Two years and nine months ago appendectomy 
for acute appendicitis. Constipation for a year 
or more, steadily growing worse, feels dull and 
heavy all the time, attack of right iliac pain 
four months ago and a second about two days 
ago. 

On admission, of poor physique with sallow, 
muddy complexion. 

On examination, there is rather marked tender- 
ness over the appendix region and scar of former 
operation. Nine-hour bismuth radiograph shows 
marked ileal stasis with puddling. 

February 16th. Operation. 

Findings: Omentum adherent to caput coli 
and parietal peritoneum of the right iliac fossa, 
and a well marked ileal kink causing obstruction 
(the appendix had been removed). Adhesions 
separated and raw surfaces whipped over. The 
ileo-pelvic band divided transversely and the rent 
sutured longitudinally, thus entirely doing away 
with the obstruction.- 

The patient made an uneventful recovery from 
the operation. He was kept under observation 
until May 16, at which time he had gained 15 
pounds; his bowels moved daily, and his general 
appearance was greatly improved. 


Case IIL—H. M., age 24 years. Admitted Jan- 
uary 27, 1915. History of an attack of right iliac 
pain without nausea and vomiting about one and a 
half years ago, since which time he has been 
somewhat constipated. About two weeks ago 
felt pain in right iliac region, which has devel- 
oped into a dull ache. Examination shows rather 
— tenderness over the region of the appen- 

Bismuth radiograph shows marked nine-hour 
ileal stasis with puddling. 

February 16, 1915. Operation. 

McBurney’s incision enlarged by opening the 
rectus sheath. The appendix, which is thickened 
and indurated and adherent to under surface of 
ileal mesentery, is removed. From the outer 
border of the appendix a peritoneal membrane 
extended to outer surface of cecum. Rather 
marked kinking of ileum about two inches from 
ileocecal valve was corrected by the removal of 
the appendix. 

Patient made an uneventful recovery from op- 
eration. He was last seen November 1, and his 
general condition was decidedly improved. Con- 
stipation was less marked, although he still has 
to take an occasional purgative. 


Case III.—S. L., age 23 years. Admitted June 2, 
1915. Chief complaints: indigestion, constipation, 
feeling “dopy” and having no ambition. 

History of digestive disturbances for several 
years with pain or distress about one hour after 
meals. On admission is of poor physique with 
sallow, muddy skin. 

Examination shows abdominal tenderness, de- 
cidedly most marked over the region of the ap- 
pendix, and marked relaxation of the lower ab- 
— The patient is of a decidedly nervous 

ype. 
Examination of the stomach contents normal. 
Radiograph shows nine-hour ileal stasis. 
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June 16, 1915. Operation. 

A well marked Lane’s kink corrected. An ap- 
pendix, small and free and showing no signs of 
inflammation, removed. 

Recovery from operation was uneventful. Be- 
fore being allowed up a supporting belt was fitted 
and applied, which apparatus was constantly worn 
thereafter. 

This patient was last seen about October 20. 
He had gained in weight and his complexion had 
become almost ruddy. He was still somewhat 
constipated, for which liquid petrolatum was be- 
ing regularly taken. His neurasthenic symptoms 
had largely disappeared. 


Case IV.—R. B., age 28 years. Admitted April 
7, 1915. History of typhoid fever October and 
November, 1911; and since this time has had 
more or less continuous indigestion with pain and 
a feeling of fullness coming on two hours or more 
after eating, lasting several hours and relieved 
by food. Epigastrium is very tender. Has lost 
ten or fifteen pounds in weight. 

On admission, a thin, wiry man of twenty-eight 
years. Examination negative save for a well 
marked tenderness in the right half of the epigas- 
trium. Radiographs show marked ptosis of cecum 
and transverse colon, the caput coli being below 
the brim of the true pelvis, and the transverse 
colon well down. 

May 10, 1915. Operation. Ether. Through a 
right paracentral incision, a very long, free and 
thickened appendix is removed, and an excessively 
mobile and ptosed cecum is secured in approxi- 
mately its normal position by four sutures unit- 
ing its external longitudinal band to the posterio- 
lateral wall of the abdomen. The _ gastro-colic 
omentum which is very long is shortened by four 
sutures, plicating the stomach, this membrane 
and the transverse colon. The great omentum at 
its colonic attachment is then sutured transversely 
to the anterior abdominal wall above the umbili- 
cus. 

May 19, 1915. Recovery uneventful. Bowels 
move more regularly than before operation. June 
3. Improvement uninterrupted. Bowels move 
regularly. June 18. Discharged. Patient feels 
that he has been decidedly improved by opera- 
tion. Constipation is much less marked and ab- 
dominal pain and discomfort have practically dis- 
appeared. Radiographs show that the cecum and 
transverse colon are in normal position. 


Case V.—G. A. J., age 21 years. Admitted June 
19. 1915. Appendix removed 18 months ago, since 
which time there has been more or less constant 
abdominal pain and distress localized chiefly 
over the right side with marked constipation and 
occasional vomiting. For past ten days bowels 
have not moved and vomiting has occurred when- 
ever food was taken. 

Examination shows a sallow man of 21 years 
with rather marked tenderness in the right side 
of the abdomen and some distention. June 22. 
Has vomited a number of times since admission 
and bowels only move by repeated enemas and 
then in extremely small amount. 

June 23. Operation. Right rectus incision, ex- 
cising scar of former operation. Abdomen en- 
tirely free from inflammatory adhesions. 

Findings: A well marked Lane’s kink, 2 Jack- 
son’s membrane binding down the hepatic flexure 
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and causing a practically complete obstruction at 
this point, and an extremely large and mobile 
cecum. The ileo-pelvic band is divided trans- 
versely and sutured longitudinally; the Jackson’s 
membrane is divided, freeing the flexure and re- 
lieving the obstruction; and the redundant cecum 
is reduced to normal size by uniting its external 
and anterior longitudinal bands by a continuous 
stitch for a distance of 34% inches. And the cecum 
thus reduced is fastened to the posterio-lateral 
abdominal wall by three Pagenstecher sutures. 

July 5. Has made an absolute, uneventful re- 
covery; bowels have moved daily since second 
day after operation without purgative or enema. 
Patient feels greatly improved. 

August 7. Has gained in weight: 7 pounds; 
bowels move regularly, and the patient is appar- 
ently cured. 

October 28. Has gained in weight and strength; 
color good; bowels move regularly without pur- 
gative, and the patient is cured by the operation. 

It will be seen that the results in this case are 
very striking. At operation there was practically 
total obstruction from a Jackson’s membrane. 
The patient has made a complete and absolute 
recovery. 


Case VIE. M. W.,. age 22 years. Admitted 
August 24, 1915. Trouble began eight months ago 
with pain in right abdomen. Soon after this he 
became extremely constipated and would have to 
take a purgative every few days, after which he 
would feel well for a day or two, when another 
purgative would be required. Pain: was very fre- 
quently felt immediately after eating. During 
this period felt drowsy and sick all the time. 

On admission, a fairly well-nourished, sallow 
man of 22 years, complaining of constipation and 
right abdominal pain. Examination negative save 
for a moderate tenderness over the ascending 
colon and hepatic flexure. 

Bismuth radiograph shows marked prolapse of 
the cecum, the caput coli being below the brim of 
the pelvis. 

August 30. Laparotomy. Right paracentral in- 
cision. Cecum extremely movable, can be lifted 
out of the abdomen and across the mid-line. The 
- appendix long and free, showing no evidence of 
inflammation, removed, and the cecum is fastened 
in its normal position by three Pagenstecher 
stitches inserted through the external longitudinal 
band and along the line of junction of the posterior 
and lateral abdominal walls. 

September 28. The patient made an unevent- 
ful recovery and now has a daily bowel move- 
ment. His complexion has cleared and he feels 
strong and vigorous. 

October 10. Bowels are moving regularly with- 
out purgatives; complexion has cleared markedly, 
and feels much stronger and more active. 

October 29. Discharged well; has regained nor- 
mal weight and strength, and has been cured by 
the operation. 


Case VII.—C. G., age 26 years. Admitted Sep- 
tember 4, 1915. Past history uneventful; howels 
have always been regular, moving daily. 

Present trouble: Nine days ago he became 
eonstipated and his bowels did not move for four 
days, when, after repeated purgatives and enemas, 
a free evacuation was obtained. For the past 
four days there has been no movement or passing 


899 


of gas. For the past 48 hours there has been 
rather severe abdominal pain and a feeling of 
great depression. 

On admission, examination shows slight tender- 
hess over the ascending colon with marked tym- 
pany and slight distention in this region. Vom- 
iting of bile (greenish fluid) occurs soon after 
admission. Repeated turpentine enemas fail to 
produce a movement or the passage of gas. 

Operation about four hours after admission, un- 
der ether, right rectus incision. The cecum and 
ascending colon are enormously dilated and freely 
movable, and over the hepatic flexure and de- 
scending colon is stretched a well marked Jack- 
son’s membrane which causes constriction and 
obstruction of the -colon just proximal to the 
hepatic flexure. The terminal ileum is bound 
down and angulated by an unusually well devel- 
oped Lane’s band about four inches from the 
ileocecal valve. The Jackson’s membrane is freely 
divided, entirely relieving the obstruction; the 
Lane’s band is divided transversely and sutured 
longitudinally; and ascending colon and cecum 
reduced in size by uniting the external and ante- 
rior longitudinal bands by means of a continuous 
suture (Blake’s method); and the mobile cecum 
is fastened by four stitches to the angle of the 
lateral and posterior abdominal walls. Lavage 
was done before and after the operation. 

September 5. Proctoclysis and repeated tur- 
pentine enema. Passed a small quantity of. gas. 
Nothing by mouth. September 6. Very comfort- 
able. September 7. Frequently repeated enemas 
have been given; bowels move well; large amount 
of gas expelled. 

November 1. Recovery complicated with pneu- 
monia beginning on the twelfth day. At present 
is convalescent. Bowels have moved regularly in 
spite of severe intercurrent illness. 


Case VIII—A. A. B., age 24 years. Admitted 
September 14, 1915. History of constipation for 
three years, requiring a purgative on the average 
of twice a week;. of an attack of right iliac pain 
with vomiting two years ago and second similar 
attack one month ago. 

On admission, well nourished and of good phy- 
sique. Complains of constipation, headache, ma- 
laise and of feeling “doped up” all the time. 

Examination shows marked tenderness below 
and to the inner side of McBurney’s point. Bis- 
muth radiograph shows marked nine-hour stasis 
in terminal coils of ileum. 

September 16. Operation. Through a McBur- 
ney incision extended by opening sheath of rec- 
tus, a long, free, non-inflamed appendix removed, 
and an unusually well marked Lane’s kink cor- 
rected by dividing the band transversely and unit- 
ing the rent logitudinally. 

October 15. Discharged. Bowels move regu- 
larly once a day and the patient states that he 
feels better than before operation. Complexion 
has cleared to a very marked degree. The im- 
provement in this case is very striking. 


Case IX.—C. L. B., age 22 years. Admitted Au- 
gust 18, 1915. Chief complaints: Indigestion, 
constipation, lack of energy and disinclination for 
work. History of indigestion, with pain and dis- 
tress after meals and constipation for the past 
three years. During this period has had frequent 
headaches and has felt weak and lifeless. The 
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day before admission had an attack of right iliac 
pain with vomiting. 

September 27. Symptoms above noted have 
continued, and tenderness is definitely localized 
in the right iliac region. Bismuth radiograph 
shows nine-hour ileal stasis. 

At operation, an appendix which is free and 
shows no evidence of inflammation is removed; 
and an unusually well marked Lane’s kink is cor- 
rected by dividing the band transversely, loosen- 
ing up the peritoneum and uniting the defect at 
right angles to the line of division of the band. 

November 1. Condition shows some improve- 
ment; constipation less marked. 

Case X.—T. S., age 22 years. Admitted October 
6, 1915. History of frequent attacks of right iliac 
pain and vomiting for the past eight months and 
of constipation for past two months. For eight 
weeks or more has felt dull and listless and tired 
very easily. 

Examination shows rather marked local ten- 
derness in right iliac region below McBurney’s 
point. 

October 11. Abdominal section. A well marked 
Lane’s kink causing obstruction is corrected in 
the maner described. An appendix showing no 
evidence of inflammation is removed. 

November 1. Uneventful recovery. Has had 
no pain or vomiting since operation. It is as yet 
too early to determine the result in this case. 
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SIGNIFICANCE OF THE AMMONIA 
CO-EFFICIENT IN OBSTETRI- 
CAL WORK.* 

By JAMES R. GARBER, M.D., 
Birmingham, Ala. 


It has been succinctly remarked that the 
most beautiful thing of creation is the 
pregnant woman; and we find Shake- 


*Read before the Jefferson County Medical So- 
ciety, Birmingham, Ala., Feb. 14, 1916. 


speare alluding to “the pride of preg- 
nancy.” So, in the same ratio, is the par- 
turient woman the most appealing, the 
most pitiful, the most helpless and the 
most tenderly cared for of all patients. 
And why is her condition modified by such 
adjectives? Because of the perilous and 
hazardous field she must enter for the sake 
of bearing an off-spring. In our college 
days the physiology and pathology of ges- 
tation and parturition are doled out in a 
serious and impressive manner, delineat- 
ing the snares and pitfalls awaiting the 
woman if her attendant be ignorant, neg- 
ligent or indifferent; and later, this elab- 
oration is to be amplified by the master 
tutor EXPERIENCE. Nevertheless, de- 
spite careful and rigid attention to all the 
laws of the hygiene of pregnancy, certain 
complications are inevitable, chief of which 
is toxemia. Here I shall endeavor to dis- 
cuss this phase of pregnancy in terms of 
ammonia and nitrogen, as found in a com- 
plete urinalysis. 


The toxemia of pregnancy manifests 
itself in the form of pernicious nausea and 
vomiting and in eclampsia with or without 
convulsions; but, as the ammonia co-effi- 
cient work has to deal with the former our 
attention will be directed to the value of 
this co-efficient in cases of pernicious nau- 
sea and vomiting. 


In adapting itself to the profound 
changes concomitant with pregnancy, the 
maternal organism might be declared in a 
state of war, endeavoring to maintain the 
neutrality of the blood vascular system, of 
the nervous system, of the excretory sys- 
tem, of the glands of internal secretion and 
of the many other vital systems of the hu- 
man economy when vigorously attacked 
by the incongruous elements of reproduc- 
tion. Hence, it is not asking too’ much of 
your imagination to assume that this con- 
stitutional shock is quite sufficient to cause 
such lesions of certain emunctory organs 
that would set up pathological conditions 
requiring the minute, immediate and care- 
ful study on the part of the physician. Of 
course, as outlined above, the nervous sys- 


‘tem or the excretory system or even the 


generative system might be the exciting 
influence in the condition we are to dis- 
cuss. Therefore, an a priori conclusion 
might be deduced and for the sake of 
argument a definite classification of per- 
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nicious nausea and vomiting be declared, 
namely: neurotic, reflex, toxic. 

The first two types must be disposed of 
briefly, for it is the toxic variety that 
causes most alarm and consequently, is 
most important. As is thoroughly under- 
stood, the reflex vomjting of pregnancy is 
usually associated with some disorder of 
the generative organs as retrodisplace- 
ments, lacerated os uteri; and, upon cor- 
rection of the trouble the patient recovers 
her former good health and goes on to full 
term. Whether the good results are due to 
the actual relief of the existing condition 
or to the mental suggestion, is a debatable 
question; and though I incline toward the 
latter view, it behooves me to grant to each 
one of you the prerogatives of a free 
agent. The neurotic type is the most fre- 
quent, the most amenable to treatment and 
comparatively of little danger, provided 
the diagnosis is made sufficiently early to 
forestall the development of a more seri- 
ous situation. And, I say it is of little dan- 
ger if properly handled, because the excit- 
ing cause is an inanition, the severity of 
which depends upon the master psycholo- 
gist, whether it be physician or patient. 
Therefore, it seems plausible to assume 
that pernicious vomiting should be regard- 
ed as an intoxication, acid in character, in- 
cident to inanition rather than assuming 
the existence of a real toxemia.. However, 
reverting to a preceding argument, name- 
ly, what causes the acid intoxication, we 
find one of the missing links in the chain 
of research, and as yet, we are not satis- 
fied to use as a subterfuge the much 
abused phrase “faulty metabolism,” or 
“faulty oxidation,” this is too broad. On 
the other hand, we can refer to the intro- 
duction of this paper, wherein it was stat- 
ed that the shock of pregnancy causes such 
profound changes in the maternal organ- 
ism that it fails to have “a perfect biolog- 
ical reaction to the growing ovum,” to use 
a borrowed phrase. 

Having laid the predicate, that we know 
little of the neurotic type of vomiting in 
pregnancy, let us next inquire into the be- 
havior of the ammonia co-efficient as ob- 
served in these cases. The most compre- 
hensive manner in which to note this fac- 
tor is by reference to the charts of two 
cases that have come to my notice within 
the past year. In chart I, the heavy black 
line indicates the ammonia co-efficient, 
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showing its wide variations from the time 
I first saw the patient until she was dis- 
charged. When the patient came under 
observation she was nearly two months 
pregnant; she was greatly emaciated ; con- 
siderable icterus was present; vomiting 
ranged from fifteen to eighteen times, per 
diem; unable to retain water at times, to 
say nothing of the pronounced aversion 
for all kinds of food; quite despondent, 
and extremely weakened. Until the first 
twenty-four hour specimen of urine could 
be obtained, the treatment consisted of 
nothing by mouth and rectal feedings of 
peptonized milk three ounces every three 
hours, with the full realization that but 
little absorption of nutrition is recorded 
by such a scheme. The first complete total 
nitrogen and ammonia test showed the am- 
monia co-efficient to be 7.3% and total nit- 
rogen 13.5 Gms. The results of subse- 
quent tests are diagrammatically repre- 
sented by the curves on the chart, and 
silent monitors as they are, I call upon the 
gods of reason to offer adequate explana- 
tion for the mystical antics the ammonia 
co-efficient and total nitrogen performed. 
Without going further into the case re- 
port, and despite the apparently grave 
physical signs present, the diagnosis of 
neurotic vomiting was made; the prog- 
nosis was pronounced favorable; and such 
treatment instituted that the woman was 
restored to sufficient health to continue 
enabled to continue with her pregnancy, 
uneventfully, and to be delivered on Sep- 
tember 21, 1915, of a nine-pound boy 
baby, at full term. A study of the am- 
monia co-efficient curve, showed the fol- 
lowing, which facilitated in summing 
up a positive diagnosis: First, be- 
low 10%, an arbitrary zone signifying 
safety, for the first three days; secondly, 
the wide oscillations associated with nerv- 
ous influences, causing inability to retain 
nourishment; thirdly, with the sudden rise 
in the ammonia co-efficient there was not 
the corresponding change in the physical 
condition; and fourthly, the co-efficient is 
only valuable in connection with physical 
signs and clinical symptoms. 

The toxic type of vomiting is less fre- 
quent, but proportionately more danger- 
ous than either of the two types just dis- 
cussed. Again we find theories advanced 
as to the causative factor of this condition, 
and again we resort to the familiar argu- 
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ment “faulty metabolism.” However, from 
the autopsy room, we are assured of the 
existence of serious degenerative lesions 
in the liver and kidneys, while from the 
laboratory reports we observe striking 
changes in metabolism which are usually 
characterized by marked distortions in the 
nitrogenous partition, particularly mani- 
fested by an increase in the proportion of 
total nitrogen excreted as ammonia. In 
connection with these facts the clinical 
symptoms must be mentioned, and sum- 
med up they are: failure to react to sug- 
gestive treatment and rest in bed after 


CHART 1 
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NEUROTIC VOMITING 
February, 1915. 


Light black lines: Total Nitrogen. 
Heavy black lines: Ammonia co-efficient. 
Dotted lines: Urea. 


thirty-six to forty-eight hours, marked 
icterus, appearance of coffee-ground vom- 
itus, and a semi-comatose condition. Most 
naturally it is the aim of the physician to 
make a corroborative diagnosis before 
antemortem symptoms ensue and as the 
determination of the ammonia co-efficient 
is an important aid in reaching an early 
diagnosis, our attention is next directed to 
this phase in toxic vomiting. 


In chart II, the first nitrogen determina- 
tion showed total nitrogen to be 6. Gms.; 
ammonia co-efficient 22.5% with ammonia 
nitrogen 1.38 Gms. The second urinalysis 
gave an ammonia co-efficient of 24.4%, but 
thereafter for four successive days it fell 
gradually, getting as low as 18.1%. The 
interesting feature of the case was the 
progressive decline of the patient despite 
the fact that she retained forced feeding 
very well, and psychology was brought to 
bear upon her. Twenty-seven months prior 
to this pregnancy, the patient had had a 
therapeutic abortion and in consequence of 


CHART 2 
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TOXIC VOMITING 
March, 1915. 
Light black lines: Total Nitrogen. - 
Heavy black lines: Ammonia co-efficient. 
Dotted lines: Urea. 


the operation had sustained a cervical lac- 
eration with subsequent repair. On mak- 
ing a bi-manual examination to diagnose 
pregnancy, I observed stitches in the cer- 
vix and suggested to the patient the influ- 
ence that this might have on her condition. 
Thinking the psychological moment had 
arrived I seized upon it, but the harvest 
reap approximated nil. 


Therefore, after all circumstances had 
been considered, a study of the ammonia 
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CHART 1—Concluded 


February, 1915 


21 22 23 2 2 28 

Total Urea ----| 24] 165 | 13.7| 251] 122 | 100] 70{ 95] 165 

Total Urine __--| 1000 | 1200 | 1200 | 200 | 1000 | 2000 | 2500 | 1000 | 635 | 550 | 550 700 

Total Nitrogen__| 13.5 8.4 6.9 | 15.9 6.6 7.0 7.0 42| 61{ 7.0| 49; 8.4 

Ammonia 994 | 806] .336 | .285 | 6.25 | 1.73 | 1.20] .462| 518 | 1.03 | .583 | 

Ammonia % ---| 73 | 96] 48 18 1s 24 21; 108| 10| 96 
| 


Specific Grav.__| 1.022 | 1.018 | 1.011 | 1.032 | 1.020 


1.008 | 1.009 | 1.012 | 1.013 | 1.010 | 1.018 | 1.013 


CHART 2—Concluded 


6.5 6.0 60 | 95 10.0 | 12.0 5.7 | ? 
1375 1500 | 1425 1250 1100 800 | ? 
Total Nitrogen 6.1 6.1 5.0 5.0 64 | ? 
22.5 244 | 226 | 200 | 186 | 181 | 28 
Specific Gravity -..-........-. 1.012 | 1.013 | 1.012 | 1.009 | 1.010 | 1011 | 1.008 | ? 


co-efficient curve enabled me strongly to 
suspect toxemic vomiting; and when on 
the eighth day I found the ammonia co- 
efficient of the seventh day to be 25.8% 
and the patient unquestionably more toxic, 
a therapeutic abortion was advised and 
promptly performed. This was advised on 
account of the ammonia co-efficient rise. 
As brought out above, the ammonia co- 
efficient in neurotic vomiting might mount 
to high levels, but I do not think a co-effi- 
cient with slight variations and persistent- 
ly high would be indicative of aught else 
but trouble with the oxidizing agents of 
the body, as demonstrated in the case just 
recited, or in other words, in case of toxic 
vomiting. 

The high ammonia co-efficient might be 
due to the inability of the liver to properly 
oxidize nitrogenous material. Further- 
more, similar variations of the ammonia 
co-efficient have been observed in acute yel- 
low atrophy of the liver, in certain forms 
of gastro-enteritis in children, and in cases 
of acute starvation. And yet, to maintain 
that the condition arises from faulty ox- 
idation seems to be quite problematical; 
for surely, the entire liver does not under- 
go degenerative changes, as we possess 
sufficient evidence that the preservation of 
small quantities of liver tissue will answer 
the ordinary purposes of metabolism, it 
seems the verdict is sustained without beg- 
ging the question. 

Then, what reasonable explanation can 
be advanced for the high ammonia co-effi- 
cient in toxic vomiting? At this juncture, 
the right of ascribing hypothetical theories 


must be tendered to the research man who 
must determine whether the change is di- 
rectly due to the inability of the diseased 
liver to effect complete oxidation, or 
whether it is an acid intoxication or some 
other condition, and ultimately, to deter- 
mine whether the toxic material comes 
from the mother or from the fetus. At the 
same time definite conclusions relative to 
the non-coagulable nitrogen co-efficient in 
the toxemias of pregnancy must be record- 
ed, thus augmenting the usefulness of such 
indices for estimating the renal and he- 
patic functions. 

In passing, your attention might be di- 
rected to the standard of the nitrogen co- 
agulable protein estimates as observed in 
normal pregnant patients: 420 Gms. as 
upper limit for non-coagulable nitrogen 
and 3.9% as upper limit for the non-coag- 
ulable nitrogen co-efficient. For more ex- 
haustive study of this co-efficient, which is 
quite new, I refer you to an article by Dr. 
E. D. Plass in the “American Journal of 
Obstetrics and Diseases of Children,” Vol. 
LXXI, No. 4, 1915. 

In the present stage of investigation, it 
can be asserted with impunity that a high 
ammonia co-efficient (over 10-12%) is in- 
dicative of serious trouble, and when asso- 
ciated with clinical findings, proves an ad- 
mirable diagnostic agent. I do not think 
a diagnosis of a serious nature, leading to 
the interruption of pregnancy, should be 
concluded without a complete nitrogen de- 
termination of the urine, because of the 
omnipresent neurotic element the medical 
mind knows to exist in every case of preg- 


March 
q 
| L 


904 SOUTHERN MEDICAL JOURNAL 


nancy. I would like to ask the question, is 
there anyone here who has not seen women 
simulate pernicious nausea and vomiting 
in order to have their pregnancy inter- 
rupted? In case No. 1, some weeks 
after the initial trouble had been relieved, 
I learned the patient had endeavored to 
produce an abortion by the administration 


-of various drugs, and failing, had hopes 


of securing the aid of a physician to re- 
lieve her of the unwelcomed heir. 

This discussion cannot be closed without 
referring to an incident of more or less 
importance and interest. Whipple and 
Sperry, until recently of Johns Hopkins 
Hospital, examined a series of blood speci- 
mens from every patient delivered in that 
institution by surgical procedure with 
chloroform as the anesthesia. This in- 
cluded patients with ‘severe toxemia and 
those in excellent health. They demon- 
strated the identical lesions of the liver 
(fatty degeneration with central necrosis 
of the lobules) as are found in cases of 
toxic vomiting. Whether or not the au- 
topsy findings in patients dying from tox- 
emic vomiting are produced by the patho- 
logical condition or by the chloroform used 
at the time abortion is performed, is a 
matter of conjecture. At any rate, it is 
food for thought, and it is the opinion of 
the writer that the extensive use of nit- 


rous-oxid oxygen anesthesia will aid con- 


siderably in clearing up the controversy. 

The methods of treating the toxemias of 
pregnancy have not enjoyed immunity 
from the workings of brilliant minds. For 
instance, Mayer, Halladay and Terunne 
fed patients corpus luteum. Luquex ad- 
ministers 1 Gm. sugar for each kilogram 
of body weight. Rebaudi and Seigmund 
give thyroid extract and adrenalin. Until 
the etiology is more comprehensively ex- 
plained, there will be as many methods of 
treatment as cases of toxemia. But, the 
main argument to bear in mind is that 
starvation is most often the predisposing, 
as well as the exciting cause. 


CASE REPORTS 


Case I—Mrs. C., white, age 40. 4POM.—Seen 
for the. first time on February 19, 1915. The fol- 
lowing history was obtained: For nearly two 
months, since December 21, 1914, the patient had 
been suffering from severe nausea and vomiting, 
both being considerably aggravated one week be- 
fore I saw her. She had the greatest aversion for 


food and liquids, especially water; had retained 
nothing by mouth for the week before my first 


visit and had lost considerable sleep, being unable 
to sleep because of the worry over her condition. 
Considerable loss of weight. Markedly devitalized 
and had been decidedly icteroid for several days. 
Several attempts to produce an abortion had been 
made by the administration of drugs by mouth. 

Treatment: absolute rest in bed, nothing by 
mouth, forced rectal feeding of peptonized milk, 
three ounces every three hours. Enemata of glu- 
cose and soda bicarbonate, aa 3i twice daily. After 
the third day the suggestive treatment was be- 
gun, which seems to have aggravated the neurosis, 
judging from the rise in the ammonia co-efficient. 
Cerium oxalate gr. v, and soda bicarbonate gr. x, 
by mouth, every 4 hours. Silver nitrate gr. 4 and 
pepsin gr. v in capsule, t.id. Blaud’s pill t.id. 
Bromid solution at night. The diet was nourish- 
ing and moderate in quantity. No raw fruits. On 
sixth day of illness the patient saw numerous Call- 
ers against advice, and had extremely nervous 
spell with accompanying variations in the nitro- 
genous determination. The diet was again re- 
stricted and rectal feedings were forced with salu- 
tary results. 

Urinalysis: no albumin;,no acetone; consider- 
able indican; no casts. 

Results: full term gestation, nursing baby and 
good health. 


Case II.—Mrs. S., white, age 32, 1POM.—Patient 
was first seen on March 17, 1915. The following, 
history was obtained: Two and a half years pre- 
viously she became pregnant, and from the first 
week of pregnancy until the sixth month she was 
confined to bed with persistent nausea and vomit- 
ing. She put herself in the hands of physicians 
and after consultation, they agreed the only alter- 
native to pursue was a therapeutic abortion, and 
promptly performed it. The condition improved 
and until Feb. 15, 1915, she enjoyed uninterrupted 
health. On this date she missed the menses for 
the first time, and in a day or two afterward be- 
gan with nausea and vomiting of the pronounced 
type. When I saw her for the first time and was 
able to get the history, I thought perhaps she was 
quite neurotic and that the trouble might be over- 
come. On the previous occasion the physician 
diagnosed “kidney trouble,” in the language of the 
patient. 

She was in bed and apparently comfortable, ex- 
cept for spells of nausea and vomiting; she was 
somewhat icteroid; was unable to retain anything 
by mouth; was unable to sleep, and there was 
considerable loss of weight. She had a sincere 
desire for an off-spring. 

The following treatment was instituted: Noth- 
ing by mouth, enemata of soda bicarbonate and 
glucose aa 3i, twice daily per Murphy drip; pep- 
tonized milk per rectum every three hours. The 
patient was kept on this therapy for two days, 
and as no improvement was made it was deemed 
advisable to wash out the stomach. 

The first complete urinalysis showed a slight 
trace of albumin (normal trace) and no casts. Ace- 
tone positive. Indican positive. Ammonia co-effi- 
cient 22.5%. Total nitrogen 6.0 Gms. to the litre 
Ammonia nitrogen 1.38 Gms. Thinking the acidosis 
was a starvation condition, the patient was re- 
moved to the hospital where especial attention 
could be secured. Here the same treatment was 
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pursued and there seemed to be marked improve- 
ment for three successive days. The stitches left 
in the cervix at the time of the first therapeutic 
abortion, were removed with the hope of obtain- 
ing salutary results, and though there was slight 
improvement, it was not lasting. Given bromids 
with effect. Same enemas given, as at home. She 
was started on liquids per mouth on the seventh 
day (3-23-15); and after the first feeding was un- 
able to retain anything. This feeding was insti- 
tuted upon the strength of removing the stitches 
and for psychology. The condition grew progres- 
sively worse and the patient seemed more pro- 
foundy toxic. The ammonia co-efficient had risen 
to 25.8%. The icterus was more pronounced. The 
pulse was 110, an increase of 20 beats. After a 
thorough study of the nitrogen determination, and 
after the clinical symptoms seemed aggravated, 
the pregnancy was terminated March 24, 1915, by 
dilatation and curettage. 

Results: Uneventful recovery immediately fol- 
lowing operation. 


SUMMARY 


With this very inadequate and cursory 
analysis of this commanding subject, the 
following conclusions might be adduced: 

1. The imperfect reaetion of the ma- 
ternal organism to the growing ovum is 
the usual predisposing factor in all cases 
of vomiting in pregnancy. 

2. Reflex or neurotic influences are usu- 
ally the exciting factor. 

3. True toxemic vomiting is accompan- 
ied by serious changes in metabolism. 

4. A high ammonia co-efficient is not 
specific. It may indicate toxic vomiting 
or starvation following neurotic vomiting, 
or an acidosis due to various causes. 

5. The ammonia co-efficient is merely a 
danger signal and is always to be consid- 
ered in connection with the clinical symp- 
toms. This is especially applicable to high 
co-efficient. 

6. A low ammonia co-efficient indicates 
neurotic vomiting and is readily treated 
by suggestion. 

7. When there are slight variations of 
and a persistently high ammonia co-effi- 
cient, a positive diagnosis of toxemic vom- 
iting is indicated. When the ammonia co- 
efficient curve has wide variations, some- 
times falling to a low percentage, and is 
associated with pronounced nervous influ- 
ences, there is little doubt that one is deal- 
ing with neurotic vomiting. 

8. Chloroform produces characteristic 
lesions of the liver, and therefore should 
not be used as the anesthetic. The best 
anesthesia is nitrous oxid oxygen. 

9. The determination of the non-coagu- 
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lable nitrogen co-efficient assists in differ- 
entiating renal from hepatic conditions. 
Its chief use is to indicate the extent of 
renal involvement. 


LOCAL ANESTHESIA IN ABDOMI- 
NAL SURGERY 


By L. W. GRovE, M.D., 
Senior Assistant Physician, the Bryce 
Hospital, 
Tuscaloosa, Ala. 


During recent years indications and de- 
mands for local anesthesia have steadily 
become more and more recognized until 
now in some fields of general surgery the 
method demands its just recognition and 
adoption. But for the reason that the pro- 
fession has been less prone to make use 
of local anesthesia in abdominal surgery 
I take occasion to draw attention to its 
uses in this especial field. 

We hope to show that, by the technique 
as outlined below, we fulfill in a large 
measure the demands which Crile has out- 
lined in his notable animal experimenta- 
tions. Through the “twilight sleep,” pro- 
duced by liberal doses of scopolamin ‘and 
morphine, is eliminated largely psychic 
shock; through nerve blocking and infil- 
tration anesthesia is eliminated traumatic 
shock; and with these and the small 
amount of post-operative discomfort fol- 
lowing local anesthesia we fulfill in a large 
measure the indications as outlined by 
Crile in his efforts to produce a wholly 
shockless anesthesia. 

In the last eighteen months we have 
done, under local anesthesia, eighteen ab- 
dominal operations, consisting of eleven 
cases of chronic and acute appendicitis; 
two cases of gastro-enterostomy, one for 
ulcer and one for carcinoma; one drain- 
age in generalized peritonitis; and four 
cases of exploratory laparotomy, one prov- 
ing to be chronic appendicitis, which was 
removed; one a fibrous gall-bladder with 
adhesions, which was removed; and in two 
no operation was done, one of which 
proved to be an early tuberculous periton- 
itis without demonstrable focal lesion. A 
large number of these cases have been 
among patients in the institution (fifteen) 
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while the remaining three were nurses. 
(The two cases of acute appenditicis oc- 
curred in nurses on the surgical ward, 
who had necessarily witnessed like opera- 
tions on patients.) The method in these 
cases, as well as in a number of cases 
among the hospital patients, was employed 
as a result of request. 

The technique is as follows: | When 
practical the patient for operation is put 
to bed two days previously, being given 
soft diet with eliminative treatment. . (We 
believe that the degree of success with 


local anesthesia in abdominal surgery de-. 


pends largely upon the preparation of the 
alimentary canal. If the intestine is not 
well emptied the tension will prove: trou- 
blesome in closing.) The night before 
they are given the usual preparation with 
the exception that liquid diet has been con- 
tinued with a glass of milk two hours he- 
fore operation. One hour before opera- 
tion a hypodermic of morphine gr. 14 
with scopolamin gr. 1/100 is administered. 
One-half hour before operation half of the 
former dose is given. This preduces a 
mild amnesia eliminating psychic shock 
and adding materially to the comfort of 
both patient and operator. In no instance 
have we noted bad results from these 
drugs given in such doses. When every- 
thing is ready and in perfect order (never 
before), the patient is rolled to the operat- 
ing room, having been placed upon the 
table before the second hypodermic is 
given. Perfect order must be insisted upon, 
but unless the patient is sound asleep 
conversation in subdued tone is prefer- 
able to perfect quiet, as the sound of the 
instruments often has a tendency to ex- 
cite the patient. The patient is placed 
on the table in semi-sitting position; this 
relaxes the abdominal muscles, making the 
tension on wound edges less demanded. 
This we take as a very necessary precau- 
tion. For anesthesia we have used rou- 
tinely 1 to 400 novocain solution in un- 
limited amounts, at times using as much 
as six to eight ounces, and in no instance 
have -we noted bad results. 

In this series we have in all cases made 
use of the right rectus incision — either 
splitting the fibers of the muscles or de- 
flexing the belly of muscle to outside. We 
believe this to be the incision of choice 


-ing and 


the peritoneum 


for the reason that it permits an easy 
and free incision which results in less ten- 
sion of wound edges, and less traction on 
mesentery, at the same time insuring good 
closure, which are factors to be much con- 
sidered. 

_ For infiltration we have used both meth- 
ods of injection, perineural or nerve block- 
infiltration in line of incision. 
The line of incision is carefully infiltrated — 
down to the sheath of the rectus muscle. 
Next, with a long needle, the outer edge of 
the rectus sheat is blocked the entire 
length of the incision. This is accomplish- 
ed by injection of 5 c. c. of solution along 
the edges of the rectus at 1-inch distances. 
By this time perfect anesthesia has oc- 
curred in the line of incision. 

The skin and sub-cutaneous tissue is 
opened down to the rectus muscle, and at 
this stage the rectus sheath and muscle is 
infiltrated in the line of incision. While 
anesthesia is taking place any bleeding 
vessel in the edges of the wound may be 
tied, special care being taken to avoid un- 
due trauma. Special care must also be 
taken in opening the rectus sheath to pre- 
vent injury to large nerve trunks; and in 
case they are encountered they must be 
carefully blocked. The rectus muscle hav- 
ing been split or deflected, the edges of 
the wound are carefully retracted. This 
is preferably done by the gloved hand of 
an assistant. We make an effort to use 
as little as possible metal retractors. Next, 
is carefully infiltrated 
with a small needle. (If this is properly 
done the peritoneal cavity can be opened 
without any discomfort to the patient.) 
We have shown repeatedly that the dis- 
comfort experienced is mostly the result 
of traction and not from trauma of knife 
or scissors. This is also true in dealing 
with the mesentery or omentum. 

In a large percentage of cases we have 
noted no pain experienced from the divi- 
sion or even in tying off the mesoappen- 
dix, when care is taken not to make trac- 
tion; however, when necessary these tis- 
sues can be infiltrated. In cases of fibrous 
adhesions no infiltration is demanded, as 
these cause no pain. Traction on mesen- 
tery invariably causes colicky pains, and 
in one or two instances has caused the pa- 
tient to vomit. 
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GROVE: LOCAL ANESTHESIA IN ABDOMINAL SURGERY 


In the event a gastro-enterostomy is be- 
ing done, a free incision is demanded, 
which will permit of clear exposure with- 
out traction. Only the infiltration in the 
gastro-colic ligament will be necessary. 
There is little or no discomfort caused by 
clamping or sewing of the colon, stomach, 
jejunum or ileum. In the two cases of 
gastro-enterostomy there was no disposi- 
tion to vomit, and the patient complained 
of no discomfort. In the case of chole- 
cystectomy there was some discomfort 
when we made an effort to deliver the 
right lobe of liver, due to traction, but 
there was no discomfort when freeing the 
adhesions or from removal of the gall- 
bladder. The tissues were of course first 
carefully blocked and infiltrated. 


We have experienced little or no trouble 
- in closures in conditions of the lower ab- 
domen, but in two cases of incision of the 
upper abdomen there was more difficulty 
experienced ‘in closure, and in one case a 
light general anesthesia was demanded. 
With this exception we have experienced 
no serious trouble and have had no post- 
operative hernias. The closures have been 
the usual ones, by layers. 

The post-operative discomfort following 
local anesthesia compared with that fol- 
lowing general anesthesia is practically 
nil. A patient reacts from morphine and 
scopolamin in from four to six hours with 
little or no recollection of the operation. 
It has been rather difficult in a certain per- 
- centage of cases for them to realize for a 
time that an operation had been done. 
In a number, the patient has slept soundly 
through operation. Except in the stomach 
cases, they have routinely begun soft diet 
as soon as they reacted from the hypnotic, 
and with the exception of one case of gas- 
tro-enterostomy, none has had _ post-op- 
erative vomiting. In a few of the cases 
there has occurred voluntary movement 
of bowels before any eliminative treat- 
ment was instituted. In no case has trou- 
blesome tympanites been noted, showing 
that peristalsis had been little or not at 
all impaired. One of the most marked 
and gratifying things to be noted follow- 
ing local anesthesia is the lack of depres- 
sion. The larger percentage are bright 


the following day, and on the second day 
manifest usual interest in things, which 
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is certainly not the case following general 
anesthesia. 

We have undertaken no pelvic work un- 
der local anesthesia, but feel with perfect 
assurance that surgery of the tubes or the 
ovaries might be undertaken with safety. 
In conditions demanding much trauma to 
the pelvic peritoneum we question the ad- 
visability of the method. If local anes- 
thesia is to be used this had best be under- 
taken under paravertebral and parasacral 
nerve blocking. 

While local anesthesia unquestionably 
has its greatest field of usefulness in the 
run down, debilitated type, and in the 
senile, fortunately the very class unfit for 
general anesthesia, it can be undertaken 
with safety in much broader fields and 
with a more profound knowledge of the 
contraindication and unfavorable sequelae 
incident to general anesthesia; local an- 
esthesia by one of the various methods 
now offered must demand more and more 
the attention of the painstaking, thought- 
ful men in surgery. 

For the reason that this discussion rep- 
resents work done among the insane, I 
wish to draw attention to the fact that the 
larger number of those operated upon have 
not been those showing elements of de- 
mentia. Upon the other hand, a sum- 
mary shows that most have been in some 
form of the exaggerated or neurasthenical 
type. Hence, I feel sure that the method 
in the sane, who would offer more perfect 
co-operation, would be even more indi- 
cated, and easier carried out. 


For the reason that there are well de- 
fined contraindications for general anes- 
thesia in the insane, and for the reason 
that our results have ‘been routinely con- 
sidered favorable, we, when practical, in 
all cases make use of local anesthesia. 
(As a result of war conditions during re- 
cent months the work has been restricted, 
being unable to secure a sufficient amount 
of novocain.) 

Local anesthesia in abdominal surgery 
unquestionably has its greatest field of 
usefulness in the sub-acute and chronic 
conditions. I would, however, have no 
hesitancy in recommending the method in 
well defined acute conditions or in simple 
drainage. A recent case of generalized 
peritonitis successfully drained and irri- 
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gated under local anesthesia is one of 
many cases seen today in surgery show- 
ing profound indications for the method. 
Any form of general anesthesia in this 
case would unquestionably have resulted 
in a fatality. Unless there were clear con- 
traindications for general anesthesia, I 
would feel a hesitancy in recommending 
local anesthesia in obscure inflammatory 
conditions, and in the presence of a mass. 


The Bruce Hospital. 


RARE CASE OF INTESTINAL STASIS 
AND ITS TREATMENT 


By Jas. T. NIX, JR., M.D., 
New Orleans, La. 


The following history was taken ver- 
batim from the patient by her sister, a 
stenographer, and mailed to me. As it 
represents individuality, and the patient’s 
own sentiment regarding her suffering 
and heterogeneous treatments, I shall re- 
peat it without change of phraseology so 
that you may view the case from the same 
angle as it was presented to me: 


CASE HISTORY 


Mrs. J. W. G., age 34: “When I was two years 
old, I was a delicate child; and when I started to 
talk I could not be understood very well, as there 
seemed to be some trouble in my nose. At four 
years I had a terrible abscess back of my left ear, 
which abscess was lanced. At eight years I felt a 
pain in my left side occasionally, just beneath the 
ribs, especially when out driving or horseback rid- 
ing. If I remember correctly, I suffered from con- 
stipation and had to take anemas. 


“T menstruated at fifteen years (1897). Three 
weeks after the first menstruation I lifted a 
heavy package and immediately started to men- 
struate again, and from that time I menstruated 
every three weeks. A few months after that I 
had severe cramps every time I menstruated. I 
almost had spasms, and the cramps lasted for 
eight days. I also had dyspepsia; anything I ate 
or drank would sour on my stomech, even water, 
and 1 -belched continually. At times I had run- 
ning of the bowels and thea was constipated for 
Sve or six days; and during those year3 my left 
sil2 gradually grew worse. At eighteen years I 
was suddenly taken very ill,—high fever, vomit- 
ing all the time and running of the bowels. I 
was unconscious for three weeks, purging blood 
every day. After recovery I was still weak and 


suffered with my side. Menstruation was more 
Erolonged and painful. 

“At the age of twenty-one I married. During 
the first year the doctor scraped my womb and 
packed it. My stomach and side got worse and I 
had to be put on a diet all the time, and always 
taking laxatives. The doctors finally decided to 
wash my stomach, claiming I had ulcers. I was 
then ordered to take enemas; and my mother 
would give me three, one right after another; 
and the stools were hard and round like marbles. 
At other times I was ordered to drink two glasses 
of sweet oil, which almost smothered me, and 
three or four days later I would pass about eight 
of those marble-like substances in stools. 


“T was in bed almost continually, suffering very 
much with my sides and cramp-like pains in my 
abdomen, especially after eating, so the doctors 
decided to operate on me for adhesions. Three 
weeks after the first operation my right side be- 


Picture taken fifteen minutes after ingestion of 
bismuth meal. Nothing abnormal except the 
slight defect in filling near the pyloric end. 
Operation showed this to be due to a strong 
band of adhesions between stomach and ab- 
dominal wall. Otherwise stomach normal in 
size, shape and position. 


gan to hurt,—the same pain I had in the left. 
The first operation was under date of August 15, 
1905. Eleven or twelve months afterward I was 
operated on again in the right side for adhe- 
sions. At that time I was residing in the country 
and was operated on in the country. 
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NIX: RARE CASE OF INTESTINAL STASIS AND ITS TREATMENT 


“In 1909, I moved to New Orleans and was still 
suffering in both sides and taking laxatives every 
day, and sometimes two or three a day. In fact, 
three or four hours after .eating, I still felt the 
food in my stomach like a heavy lump, which 
would nauseate and smother me. There were 
very few things I could eat at that time. I could 
barely stand the pains, could never rest, was very 
nervous, and was always taking medicine, laxa- 
tives, and enemas. 

“July 21, 1910, I was again operated on in 
New Orleans, and both ovaries were removed. 


Six-hour picture: Evidence of mild gastric stasis 
with concentration of meal in small bowel at 
right iliac and hypogastric areas. 


After every operation I was still in the same con- 
dition and getting weaker every day, as I was on 
light diet and continually taking laxatives. 


“In April, 1911, I was again operated on at a 
private institution in New Orleans and my ap- 
pendix removed. All these operations made of 
me a nervous wreck and weakened me so much 
that I could scarcely stay out of bed. . 


“I remained in the same condition for three 
years and was then treated for tape worm, with- 
out results. So I decided to give up doctors and 
take laxatives as often as necessary, as there was 
no hope for me, and no need of changing physi- 
cians so frequently. Some doctors claimed I had 
a floating kidney and wanted to operate on me 
for that. 

“In 1914, I left the city and went back to the 
country. Every day I would take cascara at bed 
time, castor oil in the morning, and Epsom salts 
in the afternoon. Sometimes I would change the 
nature of the laxatives. Enemas could not help 
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me, but only made me suffer so I could not take 
them. 


“In May, 1915, I decided to try another doctor 
and after examination he claimed I had hookworm 
and prescribed an extensive course of thymol. 
In conjunction with this I was given enemas of 
nitrate of silver, which caused cruel pains each 
time. My strength was rapidly leaving me; pains 
were intense; ,I could no longer get out of bed, 
and I felt I was dying. So I quit doctors again. 
No matter what I ate caused me to have extreme 
pain in my abdomen.” 


PHYSICAL EXAMINATION 


March 2, 1916. Physical examination elicited 
the following points of interest: Extremely ema- 
ciated female. Nulliparous. Abdomen flat above 
umbilicus, but much distended and very sensitive 
to pain over lower half. This conspicuous bal- 
looning of intestines in iliac and hypogastric 
areas was highly suggestive of intra-abdominal 
ptosis, particularly enteroptosis and coloptosis, 
so a series of X-ray pictures were requested with 
this idea in view. Skin surface of abdominal 
wall showed four old cicatrices, landmarks of pre- 
vious sections. 


Pelvic examination disclosed nothing of interest. 


X-RAY FINDINGS 
The following report of X-ray findings 


Twenty-four-hour picture: Notice concentration 
of meal in colon, entire absence of transverse 
colon from its normal position because of the 
extreme degree of ptosis, and apparent mul- 
tiple adhesions binding intimately in the 
form of a U-like loop the transverse and d@ 
scending portions of the large bowel. 
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was submitted by Dr. J. B. Harney, Roent- 
genologist, Hotel Dieu: 


First examination, fifteen minutes after inges- 
tion of bismuth meal: Stomach apparently is 
normal as to position and size. Near pyloric ex- 
tremity it presents a shredding-out-like defect in 
filling. The duodenal cap seems to round out 
fairly well, however. 

Second examination, six hours later: Mild de- 
gree of gastric stasis plus evidence of defect. 
The greater part of meal is now found in small 
intestines, which appear to be massed within 
right iliac fossa. 

Third examination, twenty-four hours’ dura- 
tion: Meal is to be found distributed throughout 
the entire length of the colon. Splenic extremity 
of transverse colon is ptosed and presents a 
U-like loop, which appears to be adherent to the 
corresponding portion of the descending colon. 

These findings suggest pylorospasm plus ptosis 
ard marked intestinal adhesions. 


Interpretation of these pictures verified 
emphatically. the pronounced physical 


Showing multiple abdominal incisions. The long 
median scar represents site of last operation 
along with line in which two previous laparot- 
omies were performed, and the old cicatrices 
excised. 


signs and strongly corroborative history, 
certifying the diagnosis, intestinal stasis. 


OPERATION 


As soon as the patient was anesthetized the 
rectum was irrigated with boracic acid solution 
and one-half of a large size Murphy button in- 


serted. To this portion of the button was tied a 
piece of heavy silk, the free end of which pro- 
truded from the anus. 

On opening the abdomen a large ball of smail 
bowel could be seen firmly glued together, ad- 
herent to the abdominal wall, and prolapsed into 
the pelvis. Uterus was infantile in dimensions 
and showed no inflammatory signs. The appen- 
dix and both ovaries had been previously excised. 
The colon was hopelessly kinked from cecum 
to sigmoid, exhibiting the most extreme type cf 
ptosis. 

TECHNIQUE 


Adhesions between various surfaces of small 
bowel and abdominal parietes were thoroughly di- 
vided, and the raw peritoneal surfaces sponged 
with a sterilized 3% solution of sodium citrate 
in order to prevent subsequent adhesions, if pos- 
sible. 

The lower end of the Murphy button was now 
manipulated by means of a hand in the abdominal 
cavity, and held in position at the beginning of 
the sigmoid. The ileum, at a point near the ileo- 
cecal valve, was divided between clamps with a 
paquelin cautery. ‘The cecal end was closed by 
a continuous suture and inverted with a purse- 
string stitch, while into the upper end was in- 
serted the other half of the Murphy button. 

The halves of the button were now joined and 
the operation completed. After twelve days the 
button had not passed, so with a little traction 
upon the silk tape it was easily removed. The 
patient made an uneventful recovery. 


_ CATAMNESIS 
It is now about six weeks since the op- 


eration, and the patient writes as follows: 


“I am now able to eat solid food and digest 
same. My bowels move just as well as a normal 
person’s. I feel altogether different than before 
the operation, ‘with the exception of a slight pain 
in my right side. I have not taken any purgatives 
since the last one you gave me on the third day 
after the operation.” 


MURPHY BUTTON 


This application of the Murphy button 
for short circuiting so far as I know is 
original. Its advantages are: 

1. Simplicity. It is shorter by fifteen 
minutes than the suture method. 

2. The most dangerous section of bowel 
from an infectious standpoint, the colon, 
is not incised, but simply punctured with 
a paquelin cautery, thereby eliminating 
contamination. 

3. It is an end-to-side anastamosis, sim- 
ulating the ileo-cecal valve. 

4. If the button lodges and is not passed 
in due time, it can be removed with slight 
traction upon the attached thread. 
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SHROPSHIRE & WATTERSTON: RELATION OF PROSTATE GLAND, ETC. 


THE RELATION OF THE PROSTATE 
GLAND AND SEMINAL VESICLES 
TO THE ARTHRITIDES* 


By CouURTNEY W. SHROPSHIRE, M.D., 
Visiting Genito-Urinary Surgeon to the 
Hillman and St. Vincents Hospitals; 
Consulting Urologist to the Bir- 
mingham Infirmary, 

and 
CHAS. WATTERSTON, M.D., 
Birmingham, Ala. 


It is generally accepted that the absorp- 
tion of toxic substances from diseased tis- 
sue, such as we find in tonsillitis, prosta- 
titis, seminal vesiculitis, abscess at the 
root of a tooth, or inflammation of the ac- 
cessory sinuses, may cause an inflamma- 
tory condition in, or about the joints, 
which manifests itself as an arthritis, a 
periarthritis, or a periostitis. This is 
probably due to the fact that the joints 
are subject to considerable traumatism 
during exercise. 

In the course of a urethritis, produced 
by the gonococcus, it is not unusual for 
the patient to develop an arthritis, or a 
periarthritis. But strangely this does not 
occur while the inflammation is confined 
to the anterior urethra, which is no doubt 
because of failure on the part of the ante- 
rior urethra to absorb toxic substances, 
although absorption readily takes place 
from the posterior urethra, prostate gland, 
and seminal vesicles. 

Fuller and others observing this were 
led to carefully study the relationship ex- 
isting between inflammation of the joints 
and inflammation of the prostate gland 
and seminal vesicles with the result that 
drainage of the seminal vesicles was ad- 
vised in seminal vesiculitis of an extreme 
nature complicated by perivesiculitis and 
joint involvement, when massage was in- 
effective. The result of operation sup- 
ported the theory, for after draining the 
vesicle’s improvement was noted in every 
case and complete recovery in many. 

Following the primary work done by 
Fuller, Hitchens, Brown, Young, Ge- 


*Read before the Medical Association of the 
State of Alabama, Mobile, April, 1916. 
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raghty and Culver made extensive bacte- 
riological studies of these infections and 
were able to isolate numerous pathogenic 
organisms, among which were found the 
staphylococcus, the streptococcus, the ba- 
cillus proteus, the colon bacillus, the gon- 
ococcus, diphtheroids, and in some cases 
an anaerobic streptococcus. 

To fully appreciate the susceptibility 
of the prostate gland and seminal vesi- 
cles to infection it will be necessary to de- 
scribe their anatomical structure and 
their physical and physiological relation- 
ship to other organs. 

The prostate gland is situated between 
the bladder and the rectum, the base 
forming a part of the floor of the blad- 
der. The apex is directed downward and 
forward and is attached to the triangular 
ligament. The posterior surface is in re- 
lation with the rectum. an inch to an inch 
and a half from the anus. The anterior 
surface is loosely connected with the sym- 
physis pubis by fatty tissue. 

The gland anatomically is divided into 
a right and a left lobe. Lately, however, 
Lowsley, after examining the prostates of 
boys before the age of puberty, reached 
the conclusion that there were five dis- 
tinct anatomical lobes, which he desig- 
nated as the middle, right lateral, left lat- 
eral, anterior, and posterior. Surgically, 
four lobes are usually spoken of,—right, 
left, middle and posterior. 

The true capsule is formed of mixed 
fibrous and muscular tissue, branches of 
which ‘are sent into the gland to form the 
stroma or framework. This fibrous and 
muscular tissue forms the bulk of the 
gland. 

The essential tissue is glandular of the 
tubular variety, the tubules uniting to 
form the prostatic ducts, or sinuses, 
eighteen to twenty-five in number, which 
open to either side of the verumontanum 
in the prostatic portion of the urethra. 
The gland is completely surrounded by a 
sheath of fascia, surgically known as the 
capsule. This sheath, or capsule, is very 
dense and usually limits inflammation of 
the gland, except on the urethral surface. 

The arteries supplying the nrostate are 
derived from the internal nudic, the infe- 
rior vesical and the middle hemorrhoidal. 
They divide and_ subdivide, giving 
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branches to each acinus as in other gland- 
ular structures. The veins and lymphat- 
ics form a perfect network between the 
true capsule, and the sheath or surgical 
capsule of the gland, which may account 
for rapid absorption. 


The seminal vesicles are located just 
above the prostate gland and are made up 
of two tubes one and one-half inches in 
length in the normal convoluted form; 
but when straightened the length is in- 
creased to four or six inches. The main 
tube presents four or five convoluted 
branches. The seminal vesicles leave each 
other at right angles, and the ampula of 
the vas is found on their inner surface. 
They terminate in the ejaculatory ducts 
which are formed by a junction of the 
ducts from the seminal vesicles and the 
vas from the epididymis. The ejaculatory 
ducts, two in number, open on the surface 
of the verumontanum on either side of the 
sinus pocularis in the posterior urethra. 


It can readily be seen from this descrip- 
tion that any pathogenic organism gain- 
ing entrance to the urinary tract can eas- 
ily enter the ejaculatory ducts, the pros- 
tatic ducts, or both. This is why so many 
pathogenic organisms from the upper part 
of the urinary tract, such as the staphy- 
lococcus, streptococcus and typhoid bacil- 
lus, reach the prostate gland and vesicles. 
The same may be said of infections of the 
anterior urethra. And when we look care- 
fully at the anatomical relationship exist- 
ing between the urethra, the vesicles and 
the prostate gland, we wonder why every 
case of acute gonorrhea is not complicated 
by a prostatitis or a seminal vesiculitis. 


In addition to these two modes of in- 
fection, it will be necessary to consider 
infection by contiguity of tissues from the 
rectum, following proctitis, ulcer or in- 
fected hemorrhoids, and infection by 
means of the lymphatics or the blood 
stream, although the latter are rare. 

Simple inflammation or congestion of 
the prostate gland and seminal vesicles, 
caused by constipation, excessive mastur- 
bation, the use of condoms, long-continued 
erections not followed by coitus, and ab- 
normal forms of sexual intercourse, is said 
to be a predisposing factor of the greatest 
importance in infection; and the patient 


= be questioned carefully regarding 
them. 

The prostate gland, in view of its loca- 
tion, performs a double function. It is 
first concerned with the sexual act, secret- 
ing the prostatic fluid, and secondly form- 
ing, as it does, a part of the floor and out- 
let of the bladder, it assists in urination. 
The symptoms can therefore be divided 
into sexual, urinary and general. 

Under the head of sexual would be 
placed. impotence, increased sexual desire, 
due probably to irritation, deferred ejac- 
ulation, premature ejaculation and reflex 
nervous disturbances connected with coi- 
tus such as headache and vertigo. 

A majority of the urinary symptoms 
are terminal and this is accounted for by 
the fact that the muscles in and about 
the prostate assist in forcing the last part 
of the urine from the bladder. They con- 
sist of pain at the end of urination, ter- 
minal hemorrhage, last urine cloudy, par- 
tial retention, and frequent desire to uri- 
nate. 

The general symptoms are irregular, 
but the most consistent are pain in the 
lumbar region, severe pain in the coccyx, 
stiffness in the muscles attached to the 
tuberosity and the spine of the ischium, 
causing a stiffness when the patient arises 
after sitting for a few minutes, tender 
heal, inflammation in or about the joints, 
arthritis, periarthritis or periostitis. 

Symptoms referable to the vesicles can 
also be divided into sexual, urinary, and 
general. Loss of sexual power, sometimes 
preceded by increased sexual desire, fre- 
quent painful erection, emissions, day or 
night, painful ejaculation, bloody semen 
and vesicular colic, point very strongly to 
disease of the seminal vesicles. ~ 

Urinary disturbances pointing to dis- 
eased vesicles would be blood, pus or 
shreads in the urine, failure of the bladder 
to hold a sufficient quantity of urine and 
recurrent urethral discharge, the last due 
to re-infection of the anterior urethra 
from the infected vesicle. 

The general symptoms are approxi- 
mately the same as in prostatitis. 

Absolute diagnosis is made only after a 
careful examination, both general and lo- 
cal, has been conducted and a history of 
the case has been taken. 
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Contrary to the general belief, the pros- 
tate need not be enlarged to be diseased 
and a diagnosis should be made on the 
character of the secretion obtained. If 
this secretion after a massage, per rec- 
tum, contains pus, even though no patho- 
genic organism is found, the patient is 
suffering with prostatitis and should be 
thoroughly massaged until the pus disap- 
pears. 

Our experience has been that it is almost 
impossible in old cases of prostatitis to 
find any organism whatever, unless a cul- 
ture is made, and in some cases only after 
repeated cultures. 

It is said that the vesicles are diseased 
if we are able to palpate them, and this is 
true in a majority of cases. In our expe- 
rience ability to palpate the seminal vesi- 
cles, together with tenderness on pressure, 
is very suggestive of a pathologic condi- 
tion which is confirmed by finding pus cells 
in the secretion. 

In severe cases of seminal vesiculitis it 
is impossible to obtain any secretion what- 
ever; for the ejaculatory ducts are oc- 
cluded and the vesicle is felt as a fluctuat- 
ing mass, sensitive to pressure. In some 
cases the vesicles can be massaged over a 
period of months without the contents be- 
ing in the least disturbed. 

It is the opinion of every one who has 
had much experience with seminal vesicu- 
litis that there are some cases that will 
not respond to massage or vaccine treat- 
ment. Brilliant results are reported by 
Fuller in these conditions following his op- 
eration of seminal vesiculotomy; and this 
in our,estimation is the logical method of 
treatment. 

The following histories taken from our 
records will, we think, be of interest in de- 
scribing the symptoms, course and treat- 
ment of cases of prostatitis, accompanied 
by seminal vesiculitis and joint involve- 
ment: 


Case 1—H. R., white, age 30. Pain in the re- 
gion of the appendix, cramp-like in character, 
terminal hemorrhage, general stiffness in the 
muscles of the buttocks and thighs and arthritis 
of right wrist. 

Tonsils had been removed; teeth and accessory 
sinuses negative. f 

On massage, a bloody secretion was obtained 
from the vesicles which contained pus. Vésicles 


and prostate very sensitive to pressure. Several 
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weeks later the patient had another attack of 
vesicular colic, which was so severe that it was 
necessary to administer morphine. Three days 
later a cystoscopic examination was made and 


‘shadow catheters were passed to the pelvis of 


the kidney. Kidney function normal. Roéntgen- 
ogram negative. 

Patient was massaged over a period of six 
months at intervals of three days, each massage . 
being followed by the instillation of silver nitrate 
one-quarter of 1%. Outdoor exercise was ad- 
vised. Result: complete recovery, stiffness of 
muscles disappearing, and inflammation leaving 
right wrist. Secretion from prostate and vesicles 
negative for pus. 


Luys calls particular attention to vesic- 
ular colic and says that a great many 
cases go to the general surgeon and are 
operated upon for renal stone, ureteral 
stone and appendicitis. The colic is very 
severe and is sometimes accompanied by 
temperature and simulates intra-abdom- 
inal or renal pain to a marked degree. 
Differential diagnosis is made by massage 
of the vesicles, which will in every case 
contain blood uniformly mixed with the 
secretion. 


Case 2.—S. P. A., white, age 28. Gonorrhea 
four times, including present infection; prostate 
had never been massaged. Developed an inflam- 
mation in the small joints of both feet on the 
fourth day. As soon as the urethral discharge 
was checked, massage of the gland and vesicles 
was instituted. 

On the first massage, about a half ounce of se- 
cretion was secured from the right vesicle and 
prostate gland. 

The left vesicle was about the size of the thumb, 
and on palpation fluctuation was noted, but no 
secretion could be forced through the ducts. 

Mixed vaccine was administered, the dose be- 
ing increased to one billion organisms; massage 
every other day together with hot baths and hot 
rectal irrigations. 

Vesicular and prostatic massage was continued 
over a period of six weeks without forcing the 
contents of the left vesicle into the urethra. In 
the meanwhile the urethral discharge disap- 
peared and the arthritis improved, but the pa- 
tient still walked with great difficulty and had 
to use a cane. Drainage of the vesicles was ad- 
vised, but the patient refused to be operated upon 
and left for his home in Kentucky, where he hopes 
to obtain relief by complete rest. 

This patient was absorbing toxic substances 
from his left vesicle and it was impossible to force 
the contents into the urethra because of some 
occlusion of the left ejaculatory duct. 

Case 3.—J. M. C., white, age 22. Gonorrhea two 


years ago. Feet and knees are stiff and swollen. 
Tonsils had been removed; teeth and sinuses 
negative. 
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Seminal vesicles and prostate inflamed and 
sensitive to pressure. Secretion contains pus. 
Massage instituted at once. Cultures reveal the 
presence of the staphylococcus. Autogenous vac- 


cine administered. Vesicles were partially emp- . 


tied of their contents, but there were four or five 
nodular spots which did not respond to massage. 

Patient was anxious to have his. vesicles 
drained, which was done, the result being 
marked improvement in his arthritis which will, 
we think, disappear entirely within the next few 
months under proper exercise. 


We cite this case to show that it is im- 
possible in some instances completely to 
empty the vesicle even though the ejacu- 
latory ducts are not occluded, due to the 
fact that the vesicles are first convoluted, 
and secondly, that there are four or five 
convoluted branches which must also be 


drained. 
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Surgery, Gynecology, Obstetrics, and Genito- 
Urinary Diseases 
Multiple Acute Gastric Ulcers After Using Percy’s 

“Cold Iron” for Inoperable Carcinoma; Pre- 

liminary Report of a Fatal Case: V. N. Leon- 

ard, Baltimore, Md., Journal of the American 

Medical Association, May 13, 1916, p. 1549. 

In the case reported, prolonged “cooking” of 
carcinomatous masses resulted in acute systemic 
effects similar to those following extensive cu- 
taneous burns. Histologic examination of the 
pelvic tissue showed viable carcinoma four days 
after the use of the “cold iron.” 

History.—Woman, aged 52 (two children), had 
had no bleeding since the menopause at 42 until 
five months before admission. Then she had pro- 
fuse vaginal bleeding, lasting five days, with loss 
of weight, slight pain, constipation, and painful 
defecation. Examination showed inoperable car- 
cinoma, the cervix being entirely destroyed by a 
hard mass which extended far out into each 
broad ligament. Hemoglobin was 56%. 

Operation.—The technique most recently advo- 
cated by Percy was followed in every detail. 
Midline incision and ligation of both internal 
iliac arteries and both infundibulo-pelvic liga- 
ments. A Percy cautery (Point “A”) was intro- 
duced into the uterine cavity for an hour at a 
temperature low enough to avoid all charring. 
A Percy cautery (Point “E’) was then intro- 
duced for one half hour each into the right and 
left broad ligaments, respectively. Acute gastric 
dilatation, a urinary fistula and a paralytic ileus 


followed operation, and the patient died suddenly 
during preparation for enterostomy. 

Autopsy.—Peritoneal cavity contained 100 ec. 
of serosanguineous fluid. Extensive pulmonary 
edema. Stomach mucosa was perforated by about 
24 clean, round ulcers from 1 to 7 mm. in diame- 
ter. Microscopically the loss of substance ex- 
tended to the submucosa and was unassociated 
with any cellular change. Operative site exten- 
sively softened. Grossly and microscopically in- 
tact squamous cell carcinoma was found peri- 
pheral to large areas of general necrosis. 


Thyroid Tumors of the Bones. By J. Philip 
Kanoky, Kansas City, Mo., Surgery, Gynecology 
and Obstetrics, June, 1916, p. 679. 

Special reference is made to non-malignant tu- 


mors of the skull. 

From the literature the majority of investiga- 
tors conclude that primarily all metastatic thy- 
roid tumors are histologically benign. 

Metastatic tumors can result from small parti- 
cles of thyroid tissue which have found their way 
into the circulatory apparatus and lodged in the 
cellular structure of the bone. 

Mechanical disturbance of the thyroid gland, 
aside from radical surgical interference, may 
a causative agency in liberating thyroid cells that 
may find favorable soil in the bone for develop- 
ment. 

In many cases of thyroid metastases there is 
no hyperthrophy or apparent pathological condi- 
tion of the thyroid gland. _— 

The malignant character of some of these tu- 
mors is due to some secondary influence possibly 
engendered by the thyroid cell acting as a focus. 

The theory of misplaced embryonic thyroid 
cells is tenable and may be a factor in the pro- 


- duction of thyroid metastases. The growth of 


such cells outside of its direct environment is 
made possible by some peculiar systemic condi- 
tion as yet unknown. 


Observation on Fissure in Ano. Rollin H. Barnes, 
St. Louis, Mo. Read before American Procto- 
logic Society, Detroit, Mich., June 11-12, 1916. 
The author considers fissure as an ulcer and 

believes that traumatic causes are not true etio- 
logical factors in the production, but it is neces- 
sary that the tissues become inflamed and hence 
friable and thus easily turn in order that fissure 
be formed. He believes that catarrhal inflamma- 
tory conditions are frequently the result of an 
excessive carbohydrate diet and sometimes an 
excessive fat diet. 

In the treatment of fissure he recommends pal- 
liative measures by correcting the excessive diet 
with reference to carbohydrates and fats, and 
placing the patient upon a protein diet for a time. 
When operation is necessary (which is seldom) 
he believes that the object should be drainage 
rather than paralyzing the muscular fibers. He 
also advocates the use of a small (pint) enema 
before defecation in order to avoid irritation from 
the stool. It is very important to keep the wound 
clean by hot sitz baths and the hot enema, -in 
order that any foreign substance may not remain 
in the wound. 
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EYE, EAR, NOSE AND THROAT 


THE NERVO-MUSCULAR MECHAN- 
ISM OF THE EYES* 


By G. C. SAvacE, M.D., 
Nashville, Tenn. 


In the study of the motility of the eyes, 
there are fundamentals that must be 
known and ‘appreciated in order that the 
subject may be clearly understood. These 
fundamentals may be briefly stated as fol- 
lows: 

1. The image of the object on which 
the ‘vision is to be fixed must lie on the 
macula. 

2. The line connecting this image and 
its object must be a straight line passing 
through the center of the retinal concave. 

3. Every other object in the visual field 
and its image must, likewise, be connected 
by a straight line passing through the 
center of the retinal concave. 

4. All visual lines, whether direct or in- 
direct, are radii of the retinal curvature 
prolonged, and hence each visual line must 
cross all other visual lines at the center of 
the retinal concave. 

5. Any two objects in viewable space 
bear the same relationship, in degrees, 
as do their retinal images. 


6. The direct or primary line of vision. 


is the visual axis which starts from the 
central part of the macula, while all other 
visual lines are indirect or secondary. 

7. Any secondary point in space may 
become the point of direct view by a shift- 
ing of the visual axis into the position of 
the secondary visual line which connected 
that point with its image before the rota- 
tion began, which is possible only because 
the rotation is around that point through 
which all visual lines pass, the center of 
the retinal concave, which is the center of 
rotation. 

Only on the conceptions stated above 
can be formulated the true mental law of 
visible direction. “All lines of direction 
are radii of retinal curvature prolonged.” 


*Read in Eye, Ear, Nose and Throat Section, 
Southern Medical Association, Ninth Annual Meet- 
ing, Dallas, Tex., Nov. 8-11. 1915. 


nodal point.” 


In the light of this law all-ocular ro- 
tations can be understood; but, before 
studying these rotations and the means by 
which they are accomplished, some essen- 
tial physical properties of the globe must 
be set forth. The poles of the eye must be 
correctly located; the meridians must be 
properly constructed; and the equator 
must be fitly related to the poles. The 
fatal mistake of Helmholtz, in his chapter 
on “Movements of the Eyes,” was in his 
not making the central point of the macula 
always the posterior pole of the eye. He 
fell into this error because he chose, as 
the location of the anterior pole of the 
eye, the center of the corneal curve. His 
optic axis he constructed by carrying a 
line from his supposed anterior pole back 
through the center of rotation to the ret- 
ina, and named the retinal end of that 
line the posterior pole. Confessing, as he 
did, that in ideal eyes the posterior pole 
and the central point of the macula were 
one and the same, he gave himself the 
opportunity to rid himself of his error in 
locating the poles. That he did not do 
this is explainable only on the ground of 
his false conception of the law of visible 
direction which may be expressed in these 
words: “All lines of direction are axial 
rays of light and cross each other at the 
His conception of the law 
of visible direction and his location of the 
poles of the eye made his location of the 
equator incorrect and his construction of 
the corneo-retinal meridians wrong. 


With the center of the macula as the 
posterior pole of all eyes, the anterior pole 
may, or may not, be the center of the cor- 
nea. It is the center of the cornea only 
in ideal eyes.° Through the true posterior 
pole of the eye all retinal meridians pass. 
Therefore, the center of the macula is 
common to all the retinal meridians.’ The 
only other point through which these nie- 
ridians can pass is the anterior pole,—the 
second common point for all meridians. 
The only line common to the planes of all 
the meridians is the line connecting the 
two poles, the visual axis which, in all 
eyes, is the true optic axis. 


| 
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The equator of the eye is that circle 
which passes around the eye, equally dis- 
tant, everywhere, from the two poles. Its 
plane cuts the center of rotation and is at 
right angles to the planes of all the me- 
ridians. In the plane of the equator there 
lie as many diameters as there are me- 
ridional planes; but only two of these de- 
mand any study. These two diameters lie, 
respectively, in the planes of the vertical 
and horizontal meridians, as well as in 
the plane of the equator. It is around 
one or both of these diameters, as axes, 
that all possible ocular rotations must 
take place. The line to be guided by the 
muscles and nerves of the eye, in any ro- 
tation, is common to the planes of both 
the vertical and horizontal meridians, 
which has already been shown to be the 
visual axis,—the true optic axis,—around 
which rotations are denied, except in nat- 
ural or artificial oblique astigmatism. 

In space, just as in the eye, there are 
points and lines, both straight and curved, 
to be known in order to arrive at a cor- 
rect understanding of ocular rotations. 
One of these lines is the visual axis ex- 
tended, on which must lie any object to be 
looked at fixedly. The location of such an 
object or point is the spacial pole of the 
eye. While the anterior and posterior 
poles of the eye have a fixed distance be- 
tween them and can not vary their dis- 
tance from the center of rotation, the spa- 
cial pole may be at any distance from the 
two ocular poles and from the center of 
rotation. Through the spacial pole of an 
eye pass spacial meridians, which are 
great circles concentric with the retinal 
meridians. The planes of the vertical and 
horizontal retinal meridians prolonged 
into space become the planes of the verti- 
cal and horizontal spacial meridians. The 
planes of all oblique retinal meridians bear 
a like relationship to the oblique spacial 
meridians. No point can be in viewable 
space which does not lie on some spacial 
meridian, and the eye is so constructed, 
as to its refractive power, as to compel 
the image of that point to fall on the reti- 
nal meridian having a common plane with 
the spacial meridian. Such a point in 


space, if secondary, is just as far removed, 
in degrees, from the spacial pole as its 
image is removed from the central point 


of the macula. The line connecting the 
secondary point and its image forms its 
two angles with the visual axis at the cen- 
ter of rotation, which angles are equal be- 
cause opposite. 

The spacial equator is in the plane of 
the equator of the eye, but the former va- 
ries in size, always corresponding with 
the spacial meridians both as to size and 
as to its distance from the center of rota- 
tion. Any number of small spacial cir- 
cles may be constructed parallel with the 
spacial equator and between it and the 
spacial pole, their diameters growing 
shorter and shorter as they proceed from 
the equator toward the pole, reaching zero 
at the pole. For convenience of study, 
these spacial parallels may be placed 10° 
apart, the point of starting being the spa- 
cial pole. Likewise retinal parallels might 
be constructed 10° apart, the smaller one 
being 10° from the posterior pole of the 
eye. Since the spacial meridians corre- 
spond with their respective retinal me- 
ridians, point with point everywhere, a 
spacial parallel at a given distance from 
the spacial pole must correspond every- 
where with a retinal parallel located the 
same number of degrees from the poste- 
rior pole of the eye. 

With the foregoing facts fixed in the 
mind, ,monocular rotations ought not to 
be difficult to understand. In monocular 
rotation every rotation plane is a merid- 
ional plane extended, and in the spacial 
part of this plane lie both the first and 
second points of view, while, in its retinal 
part, lie the images of the two points. 
The first point of view must be at the 
spacial pole and its image must be on the 
central point of the macula; the second 
point of view must be just as many de- 
grees from the spacial pole, on a given 
spacial meridian, as its image is removed 
from the retinal pole, on the correspond- 
ing retinal meridian. The change from 
the one point of view to the other is but 
a shifting of the visual axis in the plane 
common to the following five points: the 
first and second points of view, their two 
retinal images, and the center of rotation. 
In the shifting the spacial end of the vis- 
ual axis moves from the primary to the 
secondary point, while the retinal end 
moves from the primary to the secondary 
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image, the motion being around the cen- 
tral point of the retinal concave, which 
is also the central point of the spacial con- 
cave. 

Every pair of eyes, endowed with the 
possibility of binocular single vision, can 
be made to fuse their respective spacial 
fields into a single binocular spacial field, 
with a binocular pole, meridians and par- 
allels. The fundamental fact of binocu- 
lar single vision is common brain cell con- 
nection; that is, each visual cell is diax- 
onic, One axone going to a point in one 
retina,while the other axone goes to a 
point in the other retina; and thus is cre- 
ated corresponding retinal points. With- 
out such common brain cell connection, 
the binocular spacial pole, meridians and 
parallels would be impossible, for there 
could be no corresponding retinal points. 
This condition is not uncommon; and over 
such eyes the law of binocular rotations 
has no power. 

Ocular rotations, whether monocular or 
binocular, can not be understood except in 
the light of the two planes of reference 
shown in Fig. 4 of Chart 1. These two 
planes are the fixed vertical and hori- 
zontal planes of the head, the one, g-h-i-j, 
being half-way between the centers of the 
two eyes, the other, a-b-c-d, cutting the 
centers of the two eyes. As their names 
imply, these two planes are at right an- 
gles to each other. The other plane, 
k-l-m-n, shown in Fig. 4, is Listing’s plane, 
which is neither a plane of reference nor 
is it a plane containing the axes of rota- 
tions, as was once taught. The line e-f 
is made by the intersection of the two 
planes of reference. From the point f may 
be studied the four cardinal directions, ¢ 
and d, directly to the left and right, in 
the horizontal plane; and 7 and j, directly 
above and below, in the vertical plane. 
Points not in one or the other of these 
planes are obliquely related to the line of 
their intersection. The shifting of the 
visual axes in either one of these planes 
is the result of a cardinal rotation; when 
the visual axes are made to move out of 
these planes, the rotation is oblique. Fig. 


1 in Chart 1 represents a horizontal car- 
dinal rotation; Fig. 2 represents a verti- 
cal cardinal rotation; while Fig. 3 repre- 
sents an oblique rotation. To this chart 
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and these figures reference wiil again be 
made after a study of the ocuiar muscles 
and the nerve centers controlling tiem. 


The ocular muscles, ‘as to their origin, 
course and insertion, or attachment to the 
eye, are too well known.to require study 
here. The six muscles of each eve are di- 
visible into three pairs as follows: (1) the 
externus and the internus; (2) the supe- 
rior and the inferior recti; and (3) the 
superior and inferior obliques. If there 
were but one eye, the posing of the head 
would make it unimportant to study the 
first and second grouping; but the third 
grouping, even then, should not be ig- 
nored, for the reason that no posing of 
the head would greatly help them, if un- 
balanced in tonicity, in their work of al- 
ways keeping the vertical axis of the eye 
— with the median plane of the 

ead. 


In this grouping the two muscles of a 
pair are related to each other as to tonic- 
ity and not as to contractility. Hence 
each pair should be studied when neither 
muscle is under the active control of any 
brain center. Such study is impossible, 
if. there is but one eye. Fortunately it is 
a matter of no consequence, when there 
is but one eye, whether the first or the 
second pair are equal or unequal in toni- 
city. In binocular vision it is of im- 
mense importance to know if the two mus- 
cles of any one of the three pairs are of 
equal or unequal tonicity; that is, are they 
orthophoric or heterophoric? This, as to 
the recti, best can be answered only when 
the two eyes are dissociated in action by 
means of the monocular phorometer; and 
as to the obliques, when they are disso- 
ciated by means of the cyclophorometer. 
The oculist who neglects such a study of 
the ocular muscles is unjust to himself and 
cruel to his patients. 

Great as is the temptation to enter here 
into a full study of this feature of muscle 
problems, I must not yield, as time will 
not allow. I have heard otherwise well- 
informed men boast of their ignorance of 
heterophoric conditions; but that boast 
would not now be a badge of respectabil- 
ity. 

In our study of Chart 2 we will see the 
wonderful provision in the brain for the 
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Fig. III. 


Pig. 


cle of the pair will belong to the other 
eye. In this grouping the mustles will 
be studied in action and not in a state of 
rest. There are nine pairs: (1) the two 
superior recti for rotating the two eyes 
directly upward; (2) the two inferior 
recti for rotating the two eyes directly 
downward (these two rotations will be 
around the horizontal axis of the eye, but 
with torsion which must be prevented by 
associated action of two pairs of the ob- 


Fig. II. 


helpfulness of eyes, in the work of binoc- 
ular single vision, whose muscles, in one 


4 or all of the three pairs, are heterophoric. 


In the next grouping of the ocular mus- 
cles in pairs, the one muscle of every pair 
will belong to one eye while the other mus- 


liques) ; (3) the two interni for converg- 
ing the eyes on an object near by (with- 
out torsion if the near point be in the ex- 
tended horizontal plane of the head) ; (4) 
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the right externus and the left internus, 
for effecting the right cardinal rotation; 
(5) the left externus and the right inter- 
nus, for effecting the left cardinal rota- 
tion (these two rotations will be around 
the vertical axis of the eye without tor- 
sion); (6) the two superior obliques for 
aiding the two inferior recti in the down- 
ward cardinal rotation, their chief work 
being to maintain the parallelism of the 
two vertical axes with the median plane of 
the head; (7) the two inferior obliques to 
aid the two superior recti in the upward 
cardinal rotation, their chief work being 
to prevent the loss of parallelism between 
the vertical axes of the eyes and the me- 
dian plane of the head; (8) the superior 
oblique of the right eye and the inferior 
oblique of the left eye to maintain paral- 
lelism of the vertical axes of the eyes 
with the median plane of the head, in 
every rotation obliquely up and to the 
right or down and to the left; (9) the su- 
perior oblique of the left eye and the in- 
ferior oblique of the right eye to prevent 
loss of parallelism of the vertical axes of 
the eyes with the median plane of the 
head, in every rotation of the eyes ob- 
liquely up and to the left or down and to 
the right. Of these nine pairs, five are 
of recti muscles and four are of oblique 
muscles, 


In the grouping of the ocular muscles 
into active pairs, as above, each pair is 


under the volitional control of one conju- 


gate center. These centers, nine in all, 
can be studied in Chart 2 in connection 
with any one of the several plates, but 
preferably in connection with that plate 
not numbered. In orthophoric eyes no 
other brain centers are needed in the four 
cardinal rotations and in convergence. In 
every oblique rotation of orthophoric eyes 
other centers are needed in the interest 
of binocular single vision. These centers 
are necessary for all heterophoric eyes, 
whether at rest or in motion. These cen- 
ters are at the base of the brain, and each 
is connected with only a single muscle. 
They are; therefore, twelve in number, six 
being on each side of the brain. The fu- 
sion faculty of the mind—not volition— 
presides over these centers and they are 
made to serve in the interest of binocular 
single vision and correct orientation. 


Cardinal rotations of orthorhoric eyes 
are easier than oblique rotations, for the 
reason that basal or fusion centers have 
nothing to do in the former, while two 
of these centers are necessarily in action 
in every oblique rotation. In _hetero- 
phoric conditions, two or more of the basal 
centers are constantly in a state of activ- 
ity, whether the eyes be in rotation or at 
rest—unacted on by any conjugate center. 
The brain centers that are chargeable 
with the “wear-and-tear” of eye strain are 
the basal or fusion centers. The conju- 
gate or volitional brain centers neither 
cause heterophoric conditions nor do they 
attempt to correct them. 

All the brain centers controlling the oc- 
ular muscles belong to one of two groups: 
First, the cortical centers, which are un- 
der the control of volition. The cells of 
all these centers are diaxonic, one axone 
going to one muscle of a pair, while the 
other axone goes to the other muscle of 
that pair. The second group consists of 
centers located at the base of the brain, 
all the cells of which are monaxonic, each 
center having under its control only one 
muscle. These centers are all presided 
over by the fusion faculty of the mind. 

The cortical centers are properly called 
conjugate centers, since each directs the 
rotation of the two eyes. They are also 


- called verting centers, since it is neuricity 


from one or other, or at most three, of 
these, that causes the turning of the two 
eyes from one point of view to another. 
Since the point of view is changed only as 
one wills to do so, another appropriate 
name is volitional centers. 

These centers can best be studied in 
the plates collected in Chart 2, in which 
they are shown schematically. Take the 
uncomplicated plate, unnumbered, at the 
left in the lower row, for this purpose. 
Eleven cortical centers are shown on each 
side of the brain. The centers 10 and 11 
do not belong to the extrinsic ocular mus- 
cles, but to the sphincters of the.iris and 
the ciliary muscles. That leaves nine cen- 
‘ters for the recti and the obliques. This 
number corresponds precisely with the 
number of pairs into which we have found 
the muscles of the two eyes grouped. 
There is, therefore, one conjugate center 


‘for each pair. These centers and their 
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respective pairs of muscles are numbered 
in harmony in order to make their study 
most easy. 

A glance at the unnumbered plate will 
show eighteen conjugate centers, nine of 
which are represented by large circles, 
while the remaining nine are represented 
by small circles. Eight of the nine large 
circles (1 to 9, except 5), in this and in 
all the plates in Chart 2 are in the left side 
of the brain, while the remaining large 
circle (5) stands alone in the right side 
of the brain. The large circles represent 
the active conjugate centers in control of 
the nine pairs of extrinsic ocular muscles. 
The other nine circles, eight of which (1 
to 9, except 4), are in the right brain, 
while the other one (4) is in the left 
brain, represent the conjugate centers that 
would have controlled the nine pairs of 
the extrinsic ocular muscles, if the cause 
determining which group of nine centers 
should be active, had been in their favor. 

At birth every one of the eighteen con- 
jugate centers (1 to 9 on each side) stands 
equally ready for action, and the diaxones 
of all the cells of all these centers enter 
into the formation of the three pairs 
(third, fourth and sixth) of motor nerves, 
by means of which the muscles are con- 
nected with their respective centers. One- 
half of these axones are to be forever in- 
active, as if dead wires, for the nine cen- 
ters from which they go will never become 
generators and dischargers of neuricity. 

The cause that determines which nine 
conjugate centers shall have control of the 
extrinsic ocular muscles (also determin- 
ing whether the right or left tenth and 
eleventh conjugate centers shall control 
the ciliary muscles and the pupil contract- 
ors) is anatomic. If the diaxonic visual 
cells connected with the two maculas are 
located in the left cuneus, all the active 
conjugate centers, except the fifth, will 
be in the left brain, as shown in all the 
plates of Chart 2. The same conditicn 
also predetermines the location of the ac- 
tive speech center in the left brain. Such 
a person is predestined to be right-hand- 
ed; and the higher faculties of his mind 
will use only the left side of the brain. 
The reverse of all this would be true if the 
diaxonic visual cells connected with the 
two maculas were located in the right 


cuneus. In such a person the only active 
conjugate center in the left brain would 
be the fourth. The left fourth and the 
right fifth conjugate centers are always 
active, whether the person be right- or 
left-handed. 

The fusion centers, twelve in number, 
one for each ocular muscle, exist in the 
interest of binocular single vision. All 
these are ready for action at birth, and 
each one always remains ready to store 
and discharge neuricity to the muscle to 
which it belongs when that muscle must 
contract in order that diplopia may be 
prevented, and orientation may be correct. 
In orthophoric eyes oblique rotations could 
not be accomplished, and single vision be 
maintained, without the aid of two of the 
twelve fusion centers. In heterophoric 
eyes there would be diplopia whether the 
eyes were at rest or in motion, were it not 
for these fusion centers. The nature of 
the imbalance determines which of these 
centers shall be in constant action — in 
esophoria, the right and left fourth; in 
exophoria, the right and left third; in left 
hyperphoria and right cataphoria, the 
right first and the left second, and so on. 
Imbalance of each of the three pairs of 
muscles would keep in constant activity 
six of the twelve basal centers. Untreated 
heterophoria means perpetual action of 
two or more of these basal centers, dur- 
ing all waking hours, and in both distant 
and near seeing. Such centers and their 
respective muscles get no rest except in 
sleep, or when one eye is covered or vol- 
untarily closed. In lateral heterophoria a 
posing of the head may bring rest to one 
basal center, but it will demand greater 
activity on the part of the other one, 
whether these centers be the right and left 
third or the right and left fourth »asal 
centers. 

It is no longer any wonder that many 
people, who have lost one eye, claim that 
the remaining eye is stronger than the two 
eyes ever were. Such people were heter- 


ophoric and their fusion centers had no 
longer any occasion for either storing or 
discharging neuricity, after the loss of one 
eye. 

Conjugate centers, as already stated, 
are never called on for the correction of 
heterophorias, for this must be done by 
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the fusion centers. There are conditions, 
however, that make excessive demands on 
the conjugate centers. These conditions 
can only be named here: asthenic ortho- 
phoria and asthenic heterophoria of what- 
ever kind. Sthenic orthophoria and the 
sthenic heterophorias make less than the 
normal demand on the conjugate centers. 

In the following study of the structure 
of the three pairs of motor nerves of the 
eyes, these must be considered as belong- 
ing to a person who is right-handed, whose 
macular connections are all in the left 
brain. Plate 1 shows that conjugate cen- 
ters 1, 2, 3, 7, 9, 10 and 11, in the left brain, 
send forth their fibers across the median 
line to help form the right third nerve, 
and that conjugate center 5 in the right 
brain sends direct fibers to help form this 
nerve. Only half the axones from these 
eight conjugate centers are thus directed. 
The other half of the axones from the cen- 
ters named, except the fifth, enter into the 
formation of the left third nerve (See 
Plate 2), and in this nerve will be found 
half the axones from the left: fourth con- 
jugate center. ._None of the fibers, or ax- 
ones, forming the left third nerve have 
crossed from the. opposite side of the brain. 
The balance of the right third nerve is 
formed by all the single axones of right 
basal centers 1, 2, 3, 7; 10 and 11; and the 
balance of ‘the left third nerve is composed 
of all the fibers from the left 1, 2, 3, 7, 10 
and 11 basal centers. Thus, it will be 
seen, that each third nerve is composed of 
half the fibers from eight conjugate cen- 
ters and all the ‘fibres from six basal cen- 
ters. 
The conutsestion of the fourth pair of 
nerves is very simple, as shown in Plates 
3 and 4 of Chart 2. The right fourth 
has in it half the axones from the left 
six and eighth conjugate centers and all 
the axones from the right sixth basal cen- 
ter. The left fourth nerve is composed 
of half the axones from the left sixth and 
ninth conjugate centers and all the axones 
from the left sixth basal or fusion center. 
All the volitional fibers of the right fourth 
nerve have crossed, as shown in Plate 3; 
while none of those forming the left fourth 
nerve, as shown in Plate 4, have crossed. 

The construction of the sixth pair of 
nerves is still less complicated. Plate 5 


shows the right sixth nerve composed of 
half the axones from the left fourth con- 
jugate center and all the axunes from the 
right fourth basal or fusion center. Plate 
6 shows the left sixth nerve composed of 
half the axones from the right fifth con- 
jugate center, and all the axones from the 


‘left fourth basal or fusion center. All 


the voluntary fibers found in either of the 
two sixth nerves have crossed on their way 
from center to muscle. None of the fu- 
sion fibers of any one of the three pairs 
of motor nerves have crossed to the oppo- 
site side. All the fibers or axones enter- 
ing into the formation of these nerves are 
insulated from their starting point, the 
central cell, to their termination in the 
muscles, so that the neuricity generated 
by these cells may not be dissipated when 
discharged to the muscles for controlling 
them in their action. 

The active fusion centers in the several 
forms of heterophoria are shown in five 
of the plates in the lower row of Chart 2. 
The unnumbered plate, to the extreme left 
in this row of plates, shows the fact that, 
in orthophoria, there i3 no excitation of 
either conjugate or fusion centers when 
the point of view is straightforward and, 
practically, at infinity. Both brain rest 
and muscle inaction are shown in this 
plate by the absence of all connecting 
fibers. 

Plate 25 shows the two fusion centers 
that must be unremittingly active in left 
hyperphoria and right cataphoria. These 
are the right first and left second fusion 
centers acting, respectively, on the right 
superior and left inferior rectus. If the 
condition were right hyperphoria and left 
cataphoria, the excited fusion centers 
would be the left first and the right sec- 
ond, and the constantly contracting mus- 


cles would be the left superior and right 


inferior recti. 
Plate 21 shows the excited fusion cen- 
ters and the contracting muscles in ex- 


ophoria, while Plate 17 shows the over- 


worked fusion centers and their respective 
muscles in esophoria. Plate 36 illustrates 
the brain and muscle activity in plus cy- 
clophoria, while Plate 37 shows the fusion 
centers and the two muscles which are in 
constant action in minus cyclophoria. 
These heterophorias successfully treated 
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by operation or other means would give 
to brain centers and muscles the restful 
state shown in the unnumbered plate. 
Untreated, the wear-and-tear of brain and 
muscles must go on to the end of life. 

Before closing with the study of rota- 
tions, the muscles and brain centers con- 
cerned in each, the laws of motion must 
be given. 


LAW OF MONOCULAR MOTION 


The law governing monocular rotations 
may be formulated as follows: 

“(1) The visual axis, which is the line 
of intersection of the planes of all me- 
ridians, must be rotated in the plane of 
that meridian on which lie the first and 
second points of view and their retinal 
images. 

“(2) In the plane of the horizontal, 
or that of the vertical meridian, the rota- 
tion must be effected around a single fixed 
axis, at right-angles to the rotation plane 
and cutting it at the center of rotation — 
if in the horiontal plane, around the verti- 
cal axis of the eye; if in the vertical plane, 
around the transverse axis of the eye. 

“(3) In the plane of an oblique rotation, 
whatever the degree of obliquity, the rota- 
tion must be accomplished around two 
moving axes by two forces acting simul- 
taneously, these axes being the transverse 
and vertical axes, both at right-angles to 
the visual axis, but neither one at right- 
angles to any oblique rotation plane; while 
a third force prevents any rotation around 
the visual axis.” 

The law of monocular motion, since 
binocular vision is not in consideration, is 
accomplished without any demand on the 
fusion centers, just as in monocular rest 
there is no such demand. 

In binocular rotations each eye must 
obey the law of monocular motion, but the 
two together must obey the law of binocu- 
lar rest and motion. “The twelve extrin- 
sic muscles of normal eyes, under the con- 
trol of the nine conjugate and the twelve 
fusion brain centers, must so relate the 
two eyes that their two visual axes and 
the two horizontal retinal meridians shall 
aways lie in the plane of the primary 
isogonal circle, whether at rest or in mo- 
tion, and that the two visual axes shall 
converge at some point on this circle, in 
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the interest of both binocular single vision 
and correct orientation.” 

Binocular rotations can best be studied 
in the light of Fig. 4 in Chart 1. In this 
study the two eyes will be considered as 
orthophoric. The line e-f of intersection 
of the two planes of reference is the line 
on which every object or point must be 
located which is to be considered the pri- 
mary point of view. If this point is at 
infinity, the conjugate and the fusion 
brain centers and all the ocular muscles 
are in a state of rest. If the point is near 
by, only two extrinsic muscles (the inter- 
ni) and one conjugate brain center (the 
third) are in action. 

Objects or points in space not on the 
line e-f are secondary points of view. If 
these points are in either the horizontal 
or the vertical plane of reference, they 
are cardinally related to points on the line 
e-f. Points not in either of these planes 
are obliquely related to their line of inter- 
section, e-f. 

The points ¢ and d are in the horizontal 
plane with f. In moving the visual axes 
from f to d, the fourth conjugate center 
and the right externus and left internus 
are active, and each eye is rotated around 
its vertical axis. All other centers and 
muscles are at rest in this rotation. In 
moving the visual axes from f to ¢ the 
fifth conjugate center sends neuricity to 
the left externus and right internus. In 
cardinal] rotations, right or left, only two 
muscles are called into action by only one 
conjugate center. The right rotation is 
shown in Fig. 1, Chart 1. 

Points i and j are in the vertical plane 
of the head with point f. In rotation of the 
visual axes from f to 7 two pairs of mus- 
cles and two conjugate centers will be 
called into action by the will. One pair 
of the muscles is the two superior recti 
and the other, the two inferior obliques. 
The centers calling these muscles into ac- 
tion are, respectively, the first and sev- 
enth conjugate centers. This rotation is 
shown in Fig. 2. The rotation from f to7 
would be effected by the two inferior recti 
and the two superior obliques, under the 
influence, respectively, of the second and 
sixth conjugate centers. In both of these 
cardinal rotations of orthophoric eyes, 
all other ocular muscles and brain centers, 
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not named in that connection, are at rest. 
These rotations are around the horizontal 
axis of the eye. 

A point anywhere above the horizontal 
plane and to the right of the vertical 
plane, obliquely related to point f, can be 
reached by the two visual eyes only by the 
harmonious action of three pairs of mus- 
cles—the two superior recti, the right ex- 
ternus and left internus, and the right su- 
perior oblique and left inferior oblique— 
and by three conjugate centers, respec- 
tively, the first, the fourth, and the eighth. 
All other muscles and conjugate centers 
are inactive. Two fusion centers, the 
right first and the left third, must aid in 
this rotation. This rotation, as shown in 
Fig. 3, and all other oblique rotations are 
effected around two moving axes, the ver- 
tical and horizontal axes, by means of 
three pairs of muscles acted on by their 
respective conjugate centers, aided by two 
fusion centers. The rotation shown in 
Fig. 3 is an example of all oblique rota- 
tions. 

All oblique rotations are around the 
same two axes, each moving as the eye 
rotates around the other. These two axes 
are the vertical and horizontal axes of 
the eyes, and these are the axes of the 
four cardinal rotations, though in either 
of the latter there is but one axis and it 
is fixed throughout the given rotation. 

The aim of the treatment of all forms 
of heterophoria is to make it easy for the 
eyes to obey the law of binocular rest and 
motion. 


FOREIGN BODIES IN THE ESOPHA- 
GUS AND AIR PASSAGES* 


By JNo. L. BurRGEsS, M.D., F.A.C.S., 
Waco, Tex. 


Professor Gustav Killian, of Freiburg, 
was the first to remove a foreign body 
from the bronchus by upper bronchos- 
copy, and who through his writings and 
demonstrations made bronchoscopy avail- 
able to every laryngologist throughout 
the civilized world. Dr. Ingalls was one 


*Read in Eye, Ear, Nose and Throat Section, 
Southern Medical Association, Ninth Annual Meet- 
ing, Dallas, Tex., Nov. 8-11, 1915. 


of the first Americans to adopt bronchos- 
copy. Of the Americans, Dr. Chevalier 
Jackson, through his ability as an author 
and skillful operator, has contributed most 
toward the development and advancement 
of per-oral endoscopy and laryngeal sur- 
gery, of which the progress made during 
the past ten years compares favorably 
with ‘the general progress made in other 
branches of medicine and surgery. 

The Killian tubes or modifications and 
Jackson’s tubes represent the two types of 
tubes in general use. We have and use 
both tubes, as each has certain advan- 
tages. For more complete description of 
instruments, operative technique and bib- 
liography we respectfully: refer you to 
Jackson’s “Per-Oral Endoscopy and La- 
ryngeal Surgery.” 

Foreign bodies in the air passages and 
esophagus are most frequent in infants 
and young children, as they seem tc have 
a natural desire to test all things with 
their mouths. Attempts to swallow, laugh- 
ing, coughing or crying draw the foreign 
body into the air tract or esophagus. The 
smaller calliber of larynx tubes, ctz., of 
children renders the liability to lodgment 
of foreign bodies greater in children than 
in adults with obstruction and danger 


correspondingly greater. The nature of. 


foreign bodies may be limited in size (be- 
cause of the mouth), but not in variety. 


SYMPTOMS 


Symptoms of a foreign body in the res- 
piratory tract are those of obstructed 
breathing, laryngeal, tracheal, bronchial 
or pulmonary irritation and inflamma- 
tion. The patient is suddenly seized with 
a fit of violent choking, coughing and suf- 
focation, evidenced by cyanosis, aphonia, 
heavy perspiration, weak pulse, etc., all 
of which subside within a few minutes to 
return again in a few hours or days. In 
time the spasmodic symptoms cease, to be 
followed possibly by a constant cough or 
other evidence of bronchial or pulmonary 
involvement, and in this way may not in- 
frequently lead to misdiagnosis of pul- 
monary tuberculosis. Negative findings 
upon microscopic examination and other 
laboratory tests may exclude T. B., but 
positive findings do not exclude the pres- 
ence of a foreign body. Therefore, in all 
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cases of a chronic cough, etc., with bron- 
chial or pulmonary involvement, in which 
the cause is the least obscure, X-ray ex- 
amination and other steps to exclude the 
presence of foreign bodies are indicated. 

Dyspnea attended by elevation of tem- 
perature may lead to an erroneous diag- 
nosis of membranous croup, laryngeal or 
tracheal diphtheria. In children, a history 
of spasmodic cough, dyspnea, etc., fol- 
lowed by chronic cough, should excite sus- 
picion of a foreign body. All cases of 
so-called asthma in children should lead 
one to suspect and exclude the presence 
of a foreign body. Should the foreign 
body lodge in the ventricle of the larynx 
or subglottic space, there follows some in- 
terference with voice production. While 
if it lodges in the trachea, bronchus or 
bronchioles, the voice remains clear. <A 
foreign body lodging in the esophagus 
may, through pressure, interfere with 
respiration, etc., and thus prove mislead- 
ing in diagnosing. Or, on the other hand, 
the symptoms may vary from no incon- 
venience to various degrees of pain and 
esophageal obstruction. In all cases of 
doubt the patient should, if possible, be 
sufficiently examined to exclude the pres- 
ence of a foreign body. In cases of 
known foreign body in the esophagus or 
air passages, it should be removed, as the 
danger of operative procedure in the 
hands of the operator of average skill and 
experience is far less than that of letting 
the foreign body remain. This danger as 
well as the difficulty of removal increases 
in direct ratio to the delay. 


TECHNIQUE 


In brief, we to a large extent follow the 
technique of Dr. Chevalier Jackson. When 
possible, indirect laryngeal examination 
should precede other methods. We prefer 
X-ray examinations in all cases. In cases 
in which the ray reveals the foreign body, 
we find that the combined use of the fluo- 
roscope With illuminated tubes aids greatly 
in the operation. Per-oral endoscopy 
should be preferred. If this fails, then 
tracheotomy and the lower bronchoscopy 
should be employed. Short and repeated 
sittings are preferred to prolonged exam- 
inations. Be sure the foreign body is not 


in the larynx or upper portion of the tra- 
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chea before entering the bronchus. We 
prefer the patient upon the table with 
the head and shoulders slightly lower than 
the body in order to gain advantage of 
gravitation. No anesthetic is used in 
young children and only a local anesthetic 
in older children and adults, except in 
esophageal examinations, especially in 
muscular adults, when we find a general 
anesthetic (ether preferred) renders ex- 
amination much easier. 


We wish to report herewith nine cases 
coming under the care of my associate, 
Dr. H. T. Aynesworth, and me during the 
last year, and two previous ‘cases selected 
because of peculiar interest. 


Case No. 1.—Jan. 20, 1915, Dr. C. W. Davis, of 
Waco, brought to us the little daughter of Mr. 
R. L. C., white girl, eighteen months of age, with 
a history of having choked an hour or so before, 
presumably from a breastpin about the size of a 
twenty-five cent piece. Dr. R. B. Nutter imme- 
diately made a fluoroscopic examination, locating 
the pin in the esophagus about the level of the 
fourth dorsal vertebra. With the assistance of 
Drs. Aynesworth and Davis and the nurse, wd 
wrapped the child in a sheet, placed it in a 
straight position on the table, and introduced a 
Jackson’s tube with ease. But in the attempt at 
removal, the pin was dislodged, passed readily 
into the stomach, as was proved by the fluoro- 
scope, and was recovered from the stool thirty- 
six hours later. 


Case No. 2.—Jan. 22, 1915, Dr. Aynesworth and 
I saw in consultation with Dr. A. M. Curtis, of 
Waco, and Dr. Craven, of Elm Mott, the five-year- 
old son of Mr. W. T. R., with a history of having 
aspirated a bull nettle three months previously. 
The patient was anemic and emaciated. The 
temperature was 101° and there was cough. The 
lungs were waterlogged with a solidified area in 
the right lung. Dr. Craven said the patient was 
recovering from a severe pneumonic condition 
followed by multiple abscesses. Fluoroscopic ex- 
amination by Dr. R. B. Nutter showed consid- 
erable involvement of the right lung—of course 
not showing the bull nettle, it being of vegetable 
substance. Dr. Aynesworth and I advised opera- 
tion, but consulting physicians did not agree with 
us. The patient died six weeks later as the re- 
sult of multiple abscesses of the lungs. 


Case No. 3.—July 12, 1915, Dr. J. R. Maxfield, 
of Waco, brought to our office for consultation, the 
four-year-old daughter of Mr. W. F. T., with a 
history of having had a nickel in the esophagus 
for about ten days. Fluoroscopic examination by 
Dr. Nutter located the nickel in the esophagus 
about at the level of the third dorsal vertebra. 
Under ether, Jackson’s esophagoscope was intro- 
duced and the esophagus examined without find- 
ing the coin. On the following day, the child 
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was again fluoroscoped, showing the nickel in the 
same position. The patient was returned to the 
Providence Sanitorium; and ether was adminis- 
tered by Dr. M. E. Colgin. Dr. I. E. Colgin used 
the fluoroscope while we introduced Jackson’s 
esophagoscope, and, guided by the fluoroscope, 
passed the tube in until it reached the nickel. 
But we could not see the five-cent piece through 
the tube. So with forceps inserted and by gently 
smoothing out the fold of membrane covering the 
coin, which was then in perfect view, there was 
no trouble in grasping and removing the foreign 
body. The patient had no further trouble. 


Case No. 4.—In the afternoon of July 18, 1915, 
Dr. Germany, of Speegleville, brought to us Mrs. 
B. F. C., white, age 28, who while walking 
through a field of grass, attempted to remove a 
grass bur from her finger by using her lips, when 
it passed into the larynx, lodging anteriorly be- 
tween, the vocal cords. Of course, she could not 
speak and had decided interference with her res- 
piration. We saw her.about two hours after the 
accident, and through the direct laryngoscope 
passed forceps and removed the bur without 
crushing it. Relief was immediate and recovery 
uneventful. 


Case No. 5.—Dr. Colgin referred to us Baby 
Robert Lee W., white, male, age nine months, 
with a history of having become choked and 
cyanotic about noon while on the floor playing 
with a bunch of loose glass beads and China ber- 
ries. We took the child to the Providence Sani- 
torium where, without an anesthetic, with the 
infant wrapped in a sheet and on the table, we 
passed in a bronchoscope endoscopically and ex- 
pected the bead to be in the right bronchus. 
When not found in the trachea, we examined 
thoroughly the right bronchus. Not finding it 
there, we passed it into the left bronchus, locat- 
ing a China berry at the second bifurcation and 
completely blocking both bronchi. Making an at- 
tempt to remove it without success, we sent the 
patient to the room. Two hours later baby’s 
breathing was so labored that we _ intubated, 
thinking the bad breathing was caused by edema 
of the larynx, though I am now of the opinion 
that it was due to an accumulation of mucus in 
the lungs and that intubation was possibly contra- 
indicated. The tube was removed the next day, 
August 18. On the morning of the 18th, X-ray 
examination showed a blocked condition of the 
left lung; the right lung being very clear. Tem- 
perature ranged from 100 to 101°. Slept at in- 
tervals; crying and restless at times; breathing 
disturbed; temperature gradually rising to as 
high as 105°. Respiration fifty to sixty and pulse 
around 160. Aug. 19, A. M., the patient was sent 
to the operating room; and the tube was intro- 
duced endoscopically. Breathing was so dis- 
tressed that we removed the tube and performed 
a tracheotomy followed by lower bronchoscopy. 
After sponging out the mucopurulent secretion, 
the berry was located wedged in left bronchus at 
the third bifurcation, the swollen membrane al- 
most covering the berry. After repeated at- 


tempts to remove the berry, and having gotten 
only a portion of the hull, we gave up the at- 
tempt; putting in place a tracheotomy tube. For 
the next several days the temperature remained 
around 102 to 103°, the child being fairly well 
nourished, circulation good and breathing improv- 
ing. Kidneys and bowels acting very well. Only 
treatment was gr. 1/1800 atropin at six- to ten- 
hour intervals as indicated. Ice cap and sponge 
as needed for temperature. Aug. 23, hud hemor. 
rhage from lungs. Breathing better for some 
time afterward. Aug. 24, had severe hemorrhage 
from lungs and died. We could not remove this 
berry with the instruments we had. Possibly we 
might have been more successful had we had one 
of Jackson’s mechanical spoons, but it is hard to 
appreciate the difficulty of attempting in remove 
a round and very slick article tightly wedged in a 
swollen tube, naturally so small that you could 
not get close to it with a 4 mm. tube. Drs. Col- 
gin and Colgin and Dr. R. J. Alexander, of Waco. 
were associated with Dr. Aynesworth and me in 
this case. 


Case No. 6.—Sept. 10, 1915, we met Dr. H. F. 
Connally, of Waco, in consultation. Patient a 
male, white, five-year-old: son of W. C. W., of 
Moody, Tex. History: Six weeks previously, 
while eating chicken, he became choked, etc ,from 
aspiration of a small chicken rib. He was taken 
to a brother laryngologist in a neighboring city, 
where, according to report of the patient’s father 
and the doctor, X-ray examination followed by 
tracheotomy and lower bronchoscopy were done 
without locating or removing the bone. Pneumo- 
nia followed. On examination we found the child 
with tracheotomy wound open. When this was 
closed the breathing appeared about like that of 
a child with a bad case of laryngeal diphtheria. 
So we concluded that the obstruction must be 
above tracheotomy wound. Fluoroscopic exam- 
ination by Dr. R. B. Nutter showed both lungs in 
similar condition and reasonably clear, with noth- 
ing to indicate a foreign body in the lung for so 
long a period. Although the child had lunch three 
hours earlier, we put it in a straight position on 
the table and with a direct laryngoscope pro- 
ceeded to examine the larynx, very readily bring- 
ing into view the bone with one end imbedded 
in the anterior tracheal wall just below the vocal 
cords, the other end free and inclined upward. 
This was viewed by the grandfather of the child 
and by Dr. Connally. Forceps were passed in, 
the bone was grasped simultaneously with the 
patient vomiting, when the instruments were 
quickly withdrawn. The child slept quietly in a 
recumbent position for the first night in six weeks 
according to the father’s statement. Patient was 
examined again the next morning and showed a 
small ulcer where the bone had been imbedded, 
and the tracheal wound in favorable condition. 
So the wound was permitted to close, and the pa- 
tient dismissed in a few days, apparently in nor- 
mal condition. 


Case No. 7.—Sept. 20, Mr. L., male, white, age 
45, came to us saying that while eating fish for 
lunch he “swallowed a fish bone which hung on 
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the way down.” Mr. L. is a very muscular man, 
but did not ‘wish to take ether, so we used co- 
caine as a local anesthetic, placing him on the 
operating table, head and shoulders slightly lower 
than the body. With some difficulty the esophag- 
oscope was passed into the esophagus; and 
rather low down a large three-cornered or 
T-shaped bone could easily be seen with one point 
caught in the esophageal wall and the long shank 
of the bone pointing downward. So passing a 
hook to disengage the bone from the membrane, 
as soon as the bone was loosened from its posi- 
tion, the patient swallowed it before the forceps 
could be introduced. It gave him no further 
trouble. I think that a general anesthetic in such 
cases not only renders introduction of tubes much 
easier, but by abolishing the reflexes, lessens the 
probability of swallowing the foreign body when 
_its position is disturbed. 


Case No. 8.—August, 1915, while in West, Tex., 
I saw in consultation with Dr. J. H. Thomas, of 
West, a six-year-old girl, giving this history: 
About a year previously she had a beard of oat 
straw in her mouth and aspirated it with the 
usual symptoms following. It cleared up in a 
little while, to be followed in two or three months 
by a continued fever, which was never diagnosed 
to the satisfaction of the attending physician. 
The child then suffered with fetid bronchitis; 
and the right lung by auscultation and percus- 
sion showed considerable involvement. Endo- 
scopic examination was refused. 


Case No. 9.—Oct. 16, 1915, Master H. L. L., age 
four years, male, white, from Valley Mills, Tex.. 
was brought to us by his parents, giving the fol- 
lowing history: About five or six weeks pre- 
viously, while eating watermelon, he aspirated a 
seed, having the usual symptoms. Was taken to 
a laryngologist in a neighboring city, who exam- 
ined him and advised going home to wait for it 
to be coughed up. Within the next two or three 
weeks the child had developed quite a severe 
cough, but failed to bring up the seed. It devel- 
oped an elevated temperature a few days before 
consulting us. On the morning of Oct. 16, upper 
bronchoscopy was employed without anesthesia, 
followed immediately by tracheotomy, under lo- 
cal anesthesia and lower bronchoscopy. On open- 
ing the trachea, a great quantity of mucopuru- 
lent secretion was expelled through the wound. 
The bronchoscope was introduced and passed to 
the bifurcation, but readily became blocked with 
mucus and pus, and on jbeing quickly withdrawn 
was followed by a gush of pus and the watermelon 
seed. The tracheotomy wound was cleaned and 
packed in the usual way. Patient’s elevated tem- 
perature continued, for two days. Recovery was 
uneventful, patient leaving the seen on the 
fifth day after operation. 


Case No. 10.—Oct. 29, 1910, Baby R., white, age 
14 months, from Patrick, Tex. Father says four 
days ago his wife, baby and he went to the M. K. 
& T. Station at Waco to meet his brother. While 
eating pecans, the baby became choked on pecan 
Meat, but after a little while seemed to get all 
right. Again that night it strangled and it was 


some time before it was relieved. At that time 
it was seen by its uncle, Dr. R. Again the night 
before I saw the baby its breathing was very la- 
bored. I found it with distressed breathing. Tem- 
perature of 101°. Direct laryngeal examination 
showed a dirty gray membrane in the larynx. 
This looked so much like a diphtheritic condition 
that I removed a piece of membrane from which 
I made a culture, giving antitoxin at once. Cul- 
ture proved to be diphtheria. Child’s recovery 
was apparently uneventful, so we concluded that 
there was no foreign body until several weeks 
later, when the patient became croupy and de- 
veloped a bad cough. During a paroxysm of 


coughing the piece of pecan was expelled. Since ~ 


then there has been no trouble. 


Case No. 11.—March 13, 1913, Mrs. H. R. brought 
her little son, age 2 years. The family physician, 
Dr. Craven, accompanied them. The child was 
suffering with what had been diagnosed asthma 
and had been sick nine or ten months. No pre- 


' vious illness. Parents both healthy. About one 


year before they thought the child had swallowed 
a button, but an X-ray examination and two 
laryngologists failed to confirm the presence of 
the button. Present condition: The child is fairly 
well nourished, has distressed breathing, both 
lungs are full of mucus and a rattling noise from 
breathing could be heard even at some distance 
from the child. Believing this to be a case of 
obstruction due to a foreign body and at that time 
having no competent Roentgenologist in Waco, I 
sent the patient to Dr. Martin, of Dallas, for ex- 
amination and a picture of the lungs, which failed 
to confirm my opinion. I insisted upon an endo- 
scopic examination, but this was not permitted. 
So I removed a large growth of adenoids, but 
with very little improvement. About four months 
after consulting me the child coughed up a horn 
overcoat button, somewhat shriveled and distorted 
in shape from its long sojourn in the esophagus. 
The lung symptoms were evidently caused by 
pressure upon the larynx, disappearing rapidly 
following the expulsion of the button. The pa- 
tient is now a healthy and happy boy. 


The fact that within a year nine cases 
came under the care of one firm possessing 
no special reputation in this line of work 
is sufficient to impress us with its very 
great importance to the medical and sur- 
gical world. We believe it the duty of 
those of us who are doing this kind of 
work to report our failures as well as our 
successes along with those cases coming 
under our observation but refusing op- 
eration, that we may arrive at more defi- 
nite conclusions as to the end results, and 
that the general practitioner may cease to 
advise delay, awaiting the coughing np of 
the foreign body. 

309 Peerless Building. 
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ENDOSCOPY IN THE AMBULATORY 
CLINIC* 


By ARTHUR I. WEIL, M.D., F.A.C.S., 
New Orleans, La. 


We all recognize the value of the in- 
creased efficiency put at our disposal by 
the comparatively new instruments of 
precision and accuracy for the direct in- 
spection of the esophagus and bronchi. 
The numerous forms of bronchoscopes 
and esophagoscopes on the market and 
the many reports of cases where thev have 
been successfully used, bear sufficient tes- 
timony of our appreciation of their worth. 
I think all are agreed that for the explora- 
tion for, and the.removal of, foreign 
bodies, for the diagnosis and treatment 
of esophageal strictures and similar pur- 
poses, they are of incalculable value. 

There is a tendency, however, on the 
part of a great many of us to limit their 
use to these particular purposes. Some 
are inclined to believe that the use of the 
various endoscopic tubes is a rather for- 
midable procedure, requiring somewhat 
elaborate hospital or operating room 
equipment. While this is in a measure 
true of certain cases and for certain man- 
ipulations, it is none the less true that 
ordinarily the introduction of the esopha- 
geal tube or bronchoscope and a thorough 
exploration and inspection of the esopha- 
gus, trachea and upper part of the bron- 
chial tree, is a very simple matter which 
can be carried out in any ordinary am- 
bulatory clinic, with local anesthesia, 
with little or no discomfort to the patient 
and with vast benefits to our patients and 
ourselves, both in making an accurate and 
precise diagnosis and in the application 
of appropriate therapeutic measures. 

In my own clinic I make it a practice to 
examine with the tube any obscure case. 
It may be a persistent, unexplained cough, 
the cause of which is not to be found by 
ordinary physical examination of the 
chest; or it may be a case of esophageal 
discomfort, either a difficulty in swallow- 
ing, a lump in the throat, regurgitation of 
food or any of the numerous indefinite 


*Read in Eye, Ear, Nose and Throat Section, 
Southern Medical Association, Ninth Annual Meet- 
ing, Dallas, Tex., Nov. 8-11, 1915. 


troubles of which our clinic patients so 
often complain and which we are apt to 
dismiss lightly with a perfunctory diag- 
nosis of globus hystericus, neurosis or 
what not. 

The results of this. practice, though 
they have been in no way startling, have 
nevertheless convinced me that the pro- 
cedure is well worth the trouble both in 
satisfaction to ourselves and in benefit to 
the patients. I think it is a practice that 
might well be adopted with profit in all 
our outdoor clinics as well as in our pri- 
vate practice. It is with the hope of pop- 
ularizing this measure so_that it may be 
more generally adopted that I shall de- 
scribe in a few words the method used in 
my clinic, its simplicity, harmlessness, and 
the ease with which it may be applied, 
and then refer briefly to a few conditions 
in which it has. been of service. 

At- the outset it should be stated that 
there is no pretense of originality in this 
suggestion. It is already in use in some 
clinics. I first saw it used as a routine 
procedure in the clinic of Dr. Ross Hall 
Skillern at the Medico-Chirurgical Hos- 
pital in Philadelphia. The method is de- 
scribed in detail in Bruning’s book on 
“Bronchoscopy and Esophagoscopy.” The 
patient is examined in the erect position, 
sitting on a low stool with the physician 
standing in front of him, and an assistant 
to support and steady the head from be- 
hind. One can get along without an as- 
sistant, but the presence of one facilitates 
matters. Some prefer to stand behind the 
patient and examine over the head, which 
is the same relative position as one has in 
examining the patient on a table with the 
head hanging over the end. But to me, 
the position in front has been more satis- 
factory. 

Before placing the patient upon the 
stool for examination, it is well to begin 
the preliminary anesthesia. An applica- 
tor dipped in a 10% cocaine solution is 
applied to the gums around the two upper 
incisor teeth, to the post-pharyngeal wall, 
and then with the head tilted well back 
and the tongue held firmly down with a 
tongue depressor, to the base of the 
tongue, to the hypopharynx as far down 
as one can reach, and to the laryngeal sur- 
face of the epiglottis. The applications 
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are repeated two or three times until a 
good local anesthesia is obtained. If it is 
desired to pass simply an esophagoscope, 
this is all the primary anesthesia neces- 
sary. If, however, a tube is to be passed 
into the trachea and bronchi, it is neces- 
sary thoroughly to cocainize the larynx 
and the cords. This I usually accomplish 
by applying the laryngeal applicator, 
dipped into a 10 or 20% cocaine solution, 
directly to the larynx and cords. Some 
prefer to use the laryngeal syringe: for 
this purpose, but I prefer the applicator 
for the reason that the amount of cocaine 
used may be much more easily controlled 
by that method. Bruning’s syringe appli- 
cator is very useful for this purpose. 

The preliminary anesthesia having been 
accomplished, the patient is transferred 
to the low stool mentioned above, and by 
means of any direct laryngoscope the 
_ larynx is brought into view. I prefer 
Bruning’s direct laryngoscope for this 
purpose; and indeed I have found Brun- 
ing’s instruments for bronchoscopy and 
esophagoscopy more suitable throughout 
for this form of routine clinic endoscopy 
than the instruments of Jackson, Mosher 
and others. The latter instruments have 
a very important place in more elaborate 
operative or manipulative procedure, but 
for simple routine clinic. examinations I 
think Bruning’s regular equipment is the 
most practical. 

With the direct laryngoscope in place 
and the larynx in view, it is then neces- 
sary to complete the anesthesia. If it is 
proposed to do only an esophagoscopy, it 
is necessary simply to anesthetize the en- 
trance to the esophagus, now plainly in 
view, by introducing a moderately long 
straight applicator, dipped in a 109% co- 
caine solution, into the upper end ‘of the 
esophagus to the level of the cricoid carti- 
lage. Two or three such applications and 
the patient is ready for the esophago- 
scope. 

The Bruning esophagoscope is now in- 
troduced, always under the guidance of the 
eye, into the upper end of the esophagus. 
This portion of the esophagus is inspected 
and then the instrument is readily pushed 
its full length into the esophagus. By 
means of the extension tube which is next 


inserted and gradually pushed downward, 


it is easy to examine the whole length of 
the esophagus down to the cardia. And 
the extension tube may be pushed through 
the cardia, dilating it as we go until it 
reaches practically into the stomach. I 
have never passed the tube actually into 
the stomach, in this position and with lo- 
cal anesthesia, though possibly it might 
be done with safety. It has seemed to me, 
however, that if the tube is to be passed 
on into the stomach the more complete 


relaxation obtained by means of a general, 


anesthetic is to be preferred. 


I shall not describe in full the method 
of introducing the esophagoscope or the 
bronchoscope, as the whole procedure is 
well described with a wealth of detail in 
Bruning’s book. The esophagoscope with 
the extension tube in place is then slowly 
withdrawn, always under the guidance of 
the eye, so that the entire length of the 
esophagus is reinspected during the with- 
drawal. Anything that might have es- 
caped observation during the introduction 
of the tube may be noticed during its with- 
drawal. 

For the use of the bronchoscope the an- 
esthesia is a little different. The larynx 
and cords having been thoroughly cocain- 
ized as described above, and the larynx 
brought into view by the direct laryngo- 
scope, a long straight cotton-tipped appli- 
cator soaked in a 10% cocaine solution is 
passed, under the direct view of the eye, 
through the glottis into the trachea and 
then rapidly introduced as far as its bifur- 
cation. It is now slowly withdrawn, 
touching the tracheal walls during the 
withdrawal, and so the trachea is cocain- 
ized throughout its entire length. This is 
repeated once or twice until there is good 
anesthesia. 

Bruning’s bronchoscope tube is then 
readily passed, under the guidance of the 
eye, through the glottis into the trachea. 
By this means a complete view of the 
trachea as low down as the bifurcation is 
obtained. If it is desired to examine the 
bronchi, the extension tube is introduced 
and passed into the right or left main 
bronchus as desired. 


It is not claimed that this method is so ; 


good as some others for the removal of 
difficult foreign bodies, or for other pro- 
longed operative.measures in the esopha- 
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gus or trachea. In the first place, the pa- 
tient can not bear the tube in place so 
very long, and in the second, accumulation 
of secretions and other difficulties limit 
the possibilities of this examination in 
the upright position. However, its sim- 
picity, ease of application and safety make 
it admirably adapted to simple inspection 
of the parts for diagnostic purposes or 
for the carrying out of brief operative or 
therapeutic procedures; such, for instance, 
as the removal of simple foreign bodies 
from the esophagus, the removal of a sec- 
tion of tissue for microscopic examination. 
or for local applications to the walls of 
the esophagus, trachea or bronchi. 

I have examined in this manner quite a 
number of cases of obscure coughs; that 
is, patients who have long complained of 
persistent cough and in whom the physical 
examination of the chest was entirely 
negative; and also several cases of bron- 
chial asthma. Though I have not found 
any cause of the trouble in these examina- 
tions except in one case where there was a 
point of localized inflammation well down 
in the trachea near the bifurcation which 
I treated with local applications of weak 
silver and Mendel’s solution, in some in- 
stances, nevertheless, the result of the 
manipulation has been a marked improve- 
ment in the symptoms. Whether this im- 
provement has been due to psychical influ- 
ence or whether it has been due to the lo- 
cal application of cocaine and adrenalin 
to the tracheal and bronchial mucous mem- 
brane, can not be determined. I should 
think it due more likely to the former 
cause, as the relief from the latter must, 
from the nature of things, be more or less 
transitory. However, be that'as it may, 
the improvement in some of the cases has 
been a permanent one, inasmuch as it has 
lasted for six months or a year at least. 
How much longer it will last can not be 
said. 

One patient, a lady about forty-five years of 
age, had complained for a long time of a trouble- 
some bronchial cough and frequent attacks of 
bronchial asthma. In her case the treatment, 
which consisted of local applications of cocaine 
and adrenalin to the * chea and upper bronchial 
tree, was repeated . wr eight times at three- or 


four-day intervals. Th+ improvement was marked 
and prompt. This treatment was applied over a 


year ago and the last time I saw the patient, some 
three or four mont .s ago, the symptoms had not 
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returned. 

Another patient, a young woman, an employee 
in a cotton factory where there was much dust 
and lint in the air, had been troubled with a 
cough for a long time. Two or three treatments 
gave her marked, though not complete, relief. 
At any rate, she was able to continue in her em- 
ployment, though she had been on the point of 
giving it up on account of the troublesome cough. 


Though in this condition of obscure 
cough the treatment has been, in some 
cases, moderately satisfactory, it is nev- 
ertheless in the esophageal cases that the 
use of the tubes has been of most benefit ; 
first, in the search for foreign bodies, and 
second, in determining the cause of ob- 
scure esophageal symptoms. We all know 
how often patients come to us complaining 
of having swallowed a fish bone or some- 
thing similar and insisting that it is stuck 
in the throat. Though as a rule on exam- 
ination no foreign body is to be found, 
still the satisfaction to ourselves in being 
able'to make sure of this point and the 
great mental relief to the patient in being 
assured that the esophagus has _ been 
searched throughout its length and that 
there is no bone, is well worth the trouble 
to the doctor and the slight discomfort to 
the patient. 


A case in point: A middle-aged woman came 
to the hospital about four weeks ago with the 
history of having swallowed a fish bone a few 
hours before. She insisted she could feel the 
bone sticking in the throat about on a level with 
the cricoid cartilage. A fluoroscopic examination 
by an assistant in the X-ray room was said to 
show the bone in this region. When the exam- 
ination was repeated, however, an hour or so 
later in my presence, by the radiologist himself. 
no foreign body was to be seen. Examination 
with the laryngeal mirrow revealed a swelling 
and edema of the left arytenoid extending down 
into the sinus pyraformis, and the supposition 
was that the bone was lodged someWhere in this 
region. The esophageal tube was introduced 
with some difficulty owing to the pain and tender- 
ness in the left arytenoid region and then care- 
fully withdrawn, but no foreign body was to be 
seen. I was thus enabled to assure ‘*> patient 
that though she had doubtless swal'owed a bone 
and it had somewhat injured the throat, neverthe- 
less the bone had passed on and her discomfort. 
due to a slight wounding of the tissues, would 
soon pass off, a prediction that was verified in 
the next day or two. 


There are any number vf cases of this 
character and the ment! _ ef afforded 


. the patient by this simple examination 
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and subsequent reassurance is really quite 
remarkable. 


In another class of cases this examina- 
tion is of even more use. We all know 
how common is that symptom complex 
known as globus hystericus and how little 
is to be done for it by the treatments hith- 
erto at our disposal. I have examined a 
number of such cases by means of the eso- 
phageal tubes and have convinced myself 
that a large percentage of them are due 
to a moderate degree of cardiospasm. 
This observation has been confirmed by 
fluoroscopic examinations. I have in my 
records a number of such cases which 
have been treated for this complaint. The 
treatment consists in passing the tube 
through the cardia. Wherever possible 
the largest tube is passed and by this 
means a fair degree of dilatation is ob- 
tained. The treatment almost always re- 
sults in benefit and usually in a cure. Nat- 
urally, for very high degrees of cardio- 
spasm this treatment is not so effective 
as dilatation with water bags and similar 
procedures. But for the moderate cardio- 
spasm which gives rise to the troublesome 
symptoms of the so-called globus hysteri- 
cus, the dilatation is ample. That the ben- 
efit attained is due actually to the dilata- 
tion of the cardia and not to psychical 
influence or suggestion, is proved by the 
fact that in some of the cases the tube, the 
first time it was used, was passed only to 
the cardia, but not through ‘it, with no 
change in the symptoms. A few days 
later it would be passed again, this time 
through the cardia, affording prompt re- 
lief. When I speak of the cardia I mean 
not simply the opening of the esophagus 
into the cardiac end of the stomach, but 
the whole abdominal esophagus, that is, 
from the point where it pierces the dia- 
—_e to that where it enters the stom- 
ach. 

“th, addition to its usefulness for the 
above purposes, it is almost needless to 
say that this method of examination is in- 
valuable in the examination for, and diag- 
nosis of, esophageal carcinoma. I well 
remember in the days before esophago- 
scopy Was as general or as simple as it is 
noWajfsy’ every patient of middle age or 
over who. complained of some indefinite 
pain in this region, difficulty or discom- 


fort in swallowing, always brought with 
it the suggestion of the possibility of be- 
ginning malignant growth. Nor was it 
easy as a rule to exclude such a diagnosis. 
Now, however, by the simple introduction 
of the tube it is easy to determine the 
presence or absence of a carcinoma. Nor 
indeed do I know of any relatively so sim- 
ple a procedure in any part of the body 
which affords so great comfort and peace 
of mind to the physician as well as to the 
patient as this ruling out of the possibility 
of cancer. If it were useful for no other 
purpose, this alone would be sufficient re- 
ward for the effort necessary to acquire 
proficiency in the technique. 

Concerning direct laryngoscopy which 
also, of course, comes under the head of 
endoscopy, little need be said. I take it 
for granted that direct laryngoscopy is al- 
ready in pretty general routine use in 
most of the clinics. Its application is sim- 
ple and its usefulness obvious. 

In closing I wish to reiterate what I 
have said in the beginning— it is not with 
the thought that there is anything new or 
original in the ideas suggested that this 
matter is presented, but rather with the 
hope that some at least who have hereto- 
fore reserved this endoscopic procedure 
for exceptional cases,—those of foreign 
body and the like, where the indications 
for its use are clear and undeniable,— 
may be stimulated to a more general and 
routine use of the tubes in the general run 
of their clinic and private patients. If it 
proves as satisfactory and useful in their 
hands as it has been in mine, I am sure 
they will never regret its adoption. 


DISCUSSION 


Papers of Drs. Burgess and Weil 

Dr. R. H. T. Mann, Texarkana, Ark.—The first 
step necessary is an exact diagnosis. When 
practicable, the X-ray should be used in every 
case. However, it is of little value in a great 
many cases in this section of the country, be- 
cause a very large per cent. of the foreign bodies 
are vegetable matter and are not to be seen with 
the X-ray. 

Whenever there is the least doubt as to the 
existence of a foreign body in the esophagus or 
the bronchus, an,gpdoscopic examination should 
be made, becausé9*yjsign bodies will be found 
more frequently thgn the history of the case in- 
dicates. >. 

There are now many failures to remove foreign 
bodies due to the lagk of suitable instruments 
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for the individual case This is, as yet, rather a 
new procedure, and the instruments are imper- 
fect. There are some cases where up to this 
time we have no suitable instruments, or at least 
very poorly suited ones for the removal of these 
bodies. Take, for instance, when hard bodies, 
such as rock or stone, become firmly lodged in 
the lumen of the bronchus, the removal be- 
comes very difficult and may be impossible. Es- 
pecially is this true if the foreign body fits so 
tightly as to cause a contraction of the bronchus 
above it. How, then, are you to get forceps 
around it? 


Again, take the question of safety pins. There 
is now not a forcep which is entirely satisfactory 
for the removal of a safety pin. No instrument 
has been invented which will remove these bodies 
with that degree of ease which we would like. 

Then, too, there are certain questions of pro- 
cedure which have not yet been definitely de- 
cided. For instance, whéther or not to operate 
upon a child with high temperature caused by 
the presence of a foreign body; also whether or 
not a tracheotomy should be performed or an 
effort be made to remove a foreign body by the 
direct method. 


I remember very distinctly a stone in the right 
bronchus which I did not succeed in removing 
because it was so large I was unable to get any- 
thing around it. Had I performed a tracheotomy 
in my first effort to remove the stone instead of 
attempting upper bronchoscopy, I feel sure that 
I would have succeeded, because the stone be- 
came dislodged and followed the bronchoscope up 
as far as the vocal cords, when it dropped back, 
and all other efforts, notwithstanding the per- 
formance of a tracheotomy, failed. 

There are many things, gentlemen, which have 
not yet been settled, but there will be fewer fail- 
ures from time to time as the instruments are 
improved and the operators become more skilful. 


Dr. W. T. Patton, New Orleans, La.—It seems 
to me that this treatment is a specialty in itself, 
and I think that in the cases that the doctor 
spoke of,—in very hard cases,—these should be 
referred to a man who is doing a great deal of 
that work. Ordinarily, very few of us in the 
smaller cities are able to see many such cases in 
a year. In the larger cities we do see ;quite a 
few cases. But unless we have a large clinical 
connection and sufficient funds to supply us with 
instruments, which are very expensive, good as- 
sistants and thorough equipment, very few be- 
come sufficiently skillful to remove such difficult 
bodies .as safety pins, etc. 

It has been a very hard matter to examine the 
larynx under the indirect method in children and 
infants, which, up to the time of the broncho- 
scope, was almost an impossibility. But now it 
is a very easy matter to make an examination 
without any anesthesia. 

In our City, Dr. Lynch has the advantage of 
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all of us, having a big hospital service at his, dis- 
posal, where he sees a great many esophageal 
cases. Hence I believe that I would refer any 
very difficult cases to ‘Dr. Lynch. I think that 
we all ought to be able to do the work that Dr. 
Weil speaks of. I use it in the Charity Hospital 
and in the Touro; and I have gotten very excal- 
lent results. I spent several days in Dr. Skil- 
lern’s clinic last Summer. They use the broncho- 
scope a great deal and the patients are examined 
as easily as we examine ours with the laryngo- 
scope. 


I will cite one case to illustrate, and that is a 
case I had in the Charity Hospital of an insuf- 
flated persimmon seed of a week’s duration. On 
examination, there was no blocking of any of the 
bronchi. There was rough breathing on both 
sides of the ‘chest, but I could not localize any- 
thing. I was afraid to give the child general an- 
esthesia, for he had a bad cough. Yet I could not 
do much with him without general anesthesia. 
So I thought, safety first, and asked Dr. Lynch 
if he would see the case for me. [ ‘took the pa- 
tient to him and he said he could not do much 
without general anesthesia. We gave the child 
ether and Dr. Lynch was just getting ready to 
put in a mouth gag when the child stopped 
breathing. The doctor made a quick attempt to 
pass his bronchoscope through the larynx so he 
could use it as a tube, but the child was appar- 
ently dead. Dr. Lynch did a quick and skillful 
tracheotomy; we gave artificial respiration; and 
in a few minutes he began to breathe again. 
Then Dr. Lynch began to work. He examined 
all the lower bronchioles and found nothing. Next 
he removed his bronchoscope to put in a smaller 
tube and the child coughed, something hit up in 
the larynx, and Dr. Lynch turned his tube around 
and found the persimmon seed under the vocal 
chord. It had been there all the ‘time and was 
working back and forth. And probably when the 
child coughed, during the first part of the anes- 
thesia, the seed got between the vocal chords 
and blocked up the respiration. 


Now, another very interesting case came to my 
service about a month ago, an old lady sixty-five 
years old with no teeth at all, whose son came 
home to dinner and offered her a cup of soup. 
She took it and proceeded to take a swallow, and 
immediately afterward said she had swallowed a 
bone. I thought it was some little bone that I 
would not be able to see. But I put in the laryn- 
geal spatula and, to my surprise, there was a 
bone sticking up right at the entrance of the eso- 
phagus. I tried to get at it, but could not. The 
harder I would pull the tighter it would fit; the 
bone resembled about half of a patella. Finally I 
got a hook behind it and, by turning it, succeeded 
in getting it out. The old lady had a nice recov- 
ery and had no trouble. I believe we all ought 
to do this work that Dr. Weil speaks of, and I 
am sure we will find it very satisfactory. 
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A DOMINANT MENDELIAN INHER- 
ITANCE, PRINCIPAL FACTOR IN 
OCCURRENCE OF CATARACT 
AND ECTOPIA LENTIS, 
WITH REPORT OF 
CASES* 


By L. HAYNES BUXTON, 
FACS. . 
Professor of Eye, Ear, Nose and Throat, 
University of Oklahoma, School 
of Medicine, 
Oklahoma City, Okla. 


The world has been tardy in accepting 
unpleasant facts, especially those that 
overthrow preconceived, cherished theo- 
ries. To many, to sleep is sweeter than 
to awake to the stern realities of the laws 
that govern our life stream. Hence, the 
study of human heredity has been con- 
fronted with two difficulties,—one the im- 
mense labor necessary to secure sufficient 
reliable data as to the re-occurrence of 
characters observed in a life current upon 
which to establish unquestioned conclu- 
sions; the other the opposition to the ac- 
ceptance of the evidence gathered, be- 
cause it too often destroys the airy castles 
of a future charming family tree. 


What we have learned in the twentieth 
century thus far has caused us to change 
our views as to the fundamental princi- 
_ ples which govern the physical, educa- 
tional, and moral development of man. 
As an example, every student of heredity 
now knows that “all men are not created 
equal,” notwithstanding the fact that our 
Declaration of Independence says so. 
Again, eugenists have demanded in years 
past that woman be surrounded with 
pleasing environments during pregnancy 
in order that her offspring might develop 
lovable traits of character; but now we 
know that the mother woman and the 
mother hen have almost an equal influ- 
ence on the mental and physical charac- 
teristics of the fertile egg during its de- 
velopment. In fact, animals that incu- 
bate their eggs outside the body leave their 


*Read in Eye, Ear, Nose and Throat Section, 
Southern Medical Association, Ninth Annual Meet- 
ing, Dallas, Tex., Nov. 8-11, 1915. 
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characteristic stamp upon their young as 
completely as do those who incubate their 
eggs within their bodies. 

The Bible story of Jacob’s treatment of 
his father-in-law Laban’s heifers shows 
that the false belief concerning maternal 
impression dates back into remote an- 
tiquity. We accept the Bible fact of the 
event, but not the inference drawn from 
the story,—it was a miracle. . 

In the case of two brothers who married 
sisters, the son of one family became a 
hollow-chested lawyer, the child of the 
other a big burly blacksmith. Environ- 
ments made them such. Yet, in the next 
generation the lawyer’s son was the equal 
physically of that of the blacksmith’s son. 

Until the days of Mendel, heredity was 
a phantom associated with elfs, goblins 
and witches, whose chief achievements 
were weird and fantastic presentations of 
superhuman forms, aye, even for a quarter 
of a century after his day, for the Abbot 
of Briinn and his teachings were forgot- 
ten until the birthday of the twentieth 
century, when the botanists de Vries, 
Correns and Tschermak rediscovered the 
important principles of heredity, as re- 
ported in Mendel’s “Experiments in Plant 
Hybridization.” Today this principle is 
known as “Mendel’s Law” and is the 
foundation upon which we have built our 
knowledge of heredity. 

The story of Mendel’s life among his 
garden peas should be familiar to every 
scholar. Aside from its scientific value, 
it is a fascinating tale. 

Although the experiments of the early 
investigators mentioned were conducted 
in the vegetable kingdom, nevertheless 
the laws enunciated by them have been 
in the main confirmed by experiments and 
observations in the animal kingdom, in- 
cluding man. 

Mendel’s experiments consisted in cross- 
ing peas, differing in some definite com- 
parable characters, with a view of deter- 
mining the behavior of these contrasting 
characters in the hybrid. He found that 
tall peas crossed with dwarf peas resulted 
in tall hybrids. He then proved that char- 
acters did not mix in the hybrid, but one 
only of the two contrasting characters ap- 
peared. This character, as in the case of 
the tall peas, he called dominant; the other 
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character that did not appear in the hy- 
brid, as the dwarf character in the peas, 
he called recessive. Then he went further 
and interbred the hybrids. But here he 
found that only one plant in four devel- 
oped the recessive character, while the 
other three retained the dominant charac- 
ter, resulting in the case of the tall and 
dwarf peas, — three tall peas and one 
dwarf pea. In the first as well as in the 
hybrid generation no transitional forms 
were ever found. But there occurred this 
difference, that the character which in 
the first generation from the hybrid ex- 
hibited the recessive character did not 
further vary in the third generation, but 
remained constant in their offspring, 
while the dominant character bred from 
hybrids resulted in three-fourths of their 
offspring showing the dominant charac- 
ter, and they carried down in their gen- 
eration the same ratio as hybrid forms,— 
three to one. The following diagram- 
matic chart will illustrate Mendel’s laws: 


GD GD 


DOs 


SAMEAS 


In this crossing of contrasting characters, Tall is 
the dominant character, Dwarf the recessive. 

T—Tall. 

D—Dwarf. 

Square equals Pure Dominant. 

Circle equals Pure Recessive. 


Square and Circle equals Hybrid, but showing | 


only dominant characters. 


In the third generation 14 are Pure 
Dominant—T; 14 are Pure Recessive—D; 
1% Inter-bred Hybrids—TD. 


No evidence has been produced to break 
down the proposition that vegetable and 
animal life obey like breeding laws. In 
the vegetable kingdom we have wheat of a 
certain strain that will resist rust dis- 
eases, corn with red pigmented ears, all 
breeding true and following like laws that 
rule the animal kingdom. 

. In brief, the Mendelian law of alterna- 


tive inheritance consists of the following 
principles: 
(a) Unit Characters. 

An organism is composed of distinct 
detachable elements, which are inherited 
as a whole, and are transmitted in hered- 
ity,—the so-called “Unit: Characters” of 
de Vries. 

An oosperm (the fertilized egg, a union 
of a spermatozoon with an ovum) may 
contain or be devoid of any element in 
either parent cell, but it can only possess 
such elements as were existant in the par- 
ent cells. If, however, an oosperm con- 
tains characters found in both parent 
cells, we call it pure-bred, but on the con- 
trary, if an element that appears in the 
oosperm is found in only one parent cell, 
we say the resulting individual is cross- 
bred, or heterozygous,—in plant life a hy- 
brid. 

(b) Dominance. 

When contrasting unit characters or 
elements are present in a parent cell they 
do not as a rule blend in an offspring, but 
one is dominant and appears fully devel- 
oped, while the other is recessive and for 
the time is not manifest. Many heredi- 
tary diseases and malformations show 
this principle of a dominant or a recessive 
character. Nearly all osseous malforma- 
tions, skin and nervous diseases, and dis- 
eases and malformations classified in the 
same category as the two I shall specif- 
ically discuss, come under the dominant 
division; while in the recessive division 
will be found mental and pigmentary de- 
fects, night and color blindness. 


(c) Every Sexually Produced Individual is 
a Double Being. 

Not alone as a whole, but double in 
every cell, one-half his determinants de- 
rived from the male and the other half 
from the female, and yet every individual 
germ cell is “pure” with respect to any 
particular unit character, even though it 
came from impure or hybrid parents. 

The fact that unit characters are in- 
herited independently of one another, in 
contradistinction to the old idea that in- 
dividual characters become changed, 
blended or lost by repeated unions with 
other blood, is of tremendous import to 
the sociologists, eugenists and more so to 
the physician and the people at large. We 


4 
| 
4 
ti 
ai 
ti 
. 


BUXTON: A DOMINANT MENDELIAN INHERITANCE, ETC. 


know that unit characters do not blend in 
a thousand years, but at any time in a 
generation may appear entirely un- 
changed, although they have bathed them- 
selves in the germ plasm of a score of 
generations. 


The son resembles his father physically 
and mentally as much as he does his 
mother, hence, we conclude that the fa- 
ther and mother furnish equally the ele- 
ments that make each succeeding geriera- 
tion, plus the environments of that genera- 
tion. Because parenthood stamps the 
physiognomy, pigment of the iris, the 
skin, the hair, the shape of the torso, the 
length of the arms and the legs upon 
their children and not only these but the 
charming minds, as well as the crooked 
ones, and as all the father furnishes to 
stamp his characteristics upon his off- 
spring is his sperm cell and the mother her 
ovum, we are forced to the conclusion that 
in the sex cells are contained all the de- 
terminers that dominate the destiny of 
man as a race. 

Heredity, therefore, is the appearance 
in the offspring not of those characteris- 
tics found in either parent caused by en- 
vironments, but of the characters found 
in their germ cells. The sum of all of 
these varied characters found in the male 
and female germ cells is the heritage of 
every oosperm or zygote. The zygote 
does not contain the roman nose, the black 
eyes, the violent temper, the wanderlust 
of its progenitors, but it does contain the 
determinants, —the units of the germ 
cells, — which make possible the develop- 
ment of these characteristics in the off- 
spring. Without these determinants such 
characteristics never appear, notwith- 
standing any environment. But it does 
not follow that because of the possession 
of these determinants they must appear 
in the offspring fully developed, for we 
know that environments do in many in- 
stances modify the development of the de- 
terminants, but never transmit such mod- 
ifications to an offspring. 

We would note in passing that the laws 
of heredity that apply to physical devia- 
tions from the normal man are the same 
as the laws that apply to mental devia- 
tions. We know that the Negro will have 
black kinky hair in every generation, 
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but we dodge the issue when in his edu- 
cation we expect to graft European mental 
characteristics upon the second genera- 
tion on account of such environments in 
the preceding one. A physical or mental 
injury, or change produced in one genera- 
tion from extraneous causes, will have 
little or no effect upon any succeeding 
generation, immediate or remote. 


ECTOPIA LENTIS AND CATARACT 


In ectopia lentis a direct inheritance of 
a weakened or structural deficiency of 
the suspensory ligament is found, and not 
a condition due to pathological causes, un- 
less you would catalogue aniridia as a 
pathological condition. 

From a Mendelian point of view, pre- 
senile cataract and etopia lentis are not 
pathological conditions, but are devia- 
tions from the normal through failure of 
certain determiners to operate to make a 
normal eye. We are sure that all cases 
of congenital cataract or ectopia lentis are 
due to a dominant factor in the germ 
plasm of at least one parent, even if omit- 
ted in the paternal generation. For pre- 
senile cataract and ectopia lentis never 
start de novo, although we may not be 
able to demonstrate this in every case. 
This statement is in accordance with the 
conclusions of Davenport and Goddard in 
their investigations of feeble-mindedness. 

Ectopia lentis is found less frequently 
than cataract. Loeb called a record of 
only 42 families with 150 children, of 
whom 70% were affected. While in the 
same paper he presented a record of 304 
families having cataract, and who had 
1,012 children, and of these 589 were af- 
fected, or 58%. Here again we see evi- 
dence of Mendelian dominant inheritance. 
Affected individuals show either half or 
all of their offspring affected, while un- 
affected parents may not have defective 
offspring. The rule is that if either par- 
ent has cataract, at least half of the off- 
spring will develop the defect. In certain 
families cataract often appears early, be- 
fore the age of marriage. Contrary to 
the usual history of ectopia lentis, cata- 
ract may and often does skip a generation 
to reappear in later generations of the 
same strain. 

Davenport states that if ectopia lentis 
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be present in either parent it will be pres- 
ent in about half the children, but if pres- 
ent in neither parent it will be absent from 
all descendants. 

We can add but little to the already 
voluminous reports such as those of Net- 
tleship, Zydek and many others, including 
the older reports of Loeb. But we desire 
to present our conclusions, drawn from a 
study of over one thousand recorded cases 
of cataract and ectopia lentis, with spe- 
cial reference to their heredity in obedi- 
ence to Mendel’s law. 

We find that presenile cataracts are al- 

most uniformly due to heredity. We are 
not willing to admit that any considerable 
number are caused by toxic influences 
which may exert.themselves upon the 
oosperm or the fetus. Of course, a line 
of distinction must be made between the 
etiology of presenile cataract and the se- 
nile form, as it is well known that the lat- 
ter develops from such systematic causes 
as diabetes and arteriosclerosis, although 
even these diseases may be due to hered- 
ity. 
Another factor that often causes erro- 
neous records is the death of the father 
or mother, the one who carries the deter- 
mining element, before the usual period 
when cataract appears in the family. 
Hence, the record that omits a generation 
from the direct transmission of cataract 
may occasion very faulty conclusions, as 
a longer life or a later record might have 
given different results. From our records 
we learn that, although heredity does in a 
large number of cases determine the pe- 
riod in life when cataract appears, never- 
theless that is by no means always true, 
as we find that congenital, juvenile and 
senile cataracts do appear in one hered- 
itary line of descent. 

An examination of the family tree in the 
upward direction gives us more correct 
data than in the downward direction. The 
case reported by Shauz, where the three 
sons of a healthy mother developed youth- 
ful-cataract, and the father died at forty 
of pulmonary disease, although it is said 
that he had poor eyesight, leads us to con- 
clude that the father or the mother were 
not negative quantities, but might have 
developed cataract in later years of life. 
This year Clark, of Columbus, Ohio, re- 


ported a case of a mother, three daughters 
and a son, all of whom had double con- 
genital cataract; two older sons alone es- 
caping. 

The figures collected by Loeb on cata- 
ract and ectopia lentis, published seven 
years ago, show that collateral heredity 
produces almost as many cases of cata- 
ract as direct heredity. But my own re- 
view of later reports do not sustain —- 
a conclusion. In fact, the cases collecte 
by Zydek and a score of others clearly 
show that direct heredity produces four 
times more cases than those from a collat- 
eral line. 

It has not been demonstrated thus far 
that these affections are transmitted more 
through the female than the male. A 
large number of reports show family rec- 
ords in which all members of the family 
are affected. One observer operated upon 
three generations, and many others, like 
Becher, who reports a family in which 
the grandfather at fifty-seven, a father at 
forty-eight and a son at twenty-five de- 
veloped cataract, have had like experi- 
ences. Evidence is so complete that it 
substantiates our claim of Mendelian oc- 
currence of these affections. Contrary to 
many of the older observers, Bach has re- 
cently stated that as a rule only the opac- 
ity of the lens is transmitted, not the form 
of cataract. Bach also states that pre- 
senile cataract does happen in collateral 
heredity, but that mostly, however, it is 
in the direct line. 

Although hereditary cataract may make 
its appearance at any age, nevertheless age 
itself is a direct factor in too many cases 
to be ignored. Because, repeatedly cases 
have been reported in which all members 
of the family have infantile cataract, or 
in-other cases, all members of the family 
have juvenile cataract, and to this is added 
our “case three,” which is remarkable in 
demonstrating the age factor in the devel- 
opment of cataract. 

Sanson reports a family in which all 
the children became cataractous near the 
twenty-fourth year. Numerous cases like 
this show a predisposition as to the selec- 
tive periods of life. And these periods 
may be congenital, juvenile or senile. 

Hosch, who followed the appearance of 
cataract through several generations of a 
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family, emphasized the fact that cataract 
appears earlier in each succeeding gen- 
eration. This was further confirmed by 
Bergmeister. From Haab’s eye clinic and 
Eichorst’s medical clinic of Zurich has 
been recently reported a family showing 
congenital predisposition to rheumatic 
valvular disease of the heart through the 
female line for four generations; also con- 
genital disease of the aorta through the 
male line in the third and fourth genera- 
tions. There also occurs the simultaneous 
appearance of ectopia lentis in all genera- 
tions, which makes the report of special 
interest. We can from such evidence ar- 
rive at but one conclusion, that the deter- 
minating- unit in the germ plasm alone 
produces these diseases in definite form, 
and at definite times subject to yet un- 
known environmental modifications. 

The three cases that we have collected 
from our own practice illustrate two va- 
rieties of parentage as well as the selective 
age limit of heredity. 


Marriage of First Cousins 


Case 1.—Father’s line normal except in family of 
the grandfather (who was a common grandfather 
of both father and mother), a case of blindness 
occurred. Mother’s aunt and an uncle were 
blind. Mother when seen at forty-seven years 
of age showed extensive old retinitis pigmentosa 
of both eyes with history of eye trouble from 
childhood. Both lenses showed disturbance of 
cellular structure,—wavy water-grain lines. There 
were four children, two with normal eyes. We 
operated upon one son for congenital cataract 
at one year of age, and upon another at fourteen 
years of age. 


Case 2.—Last month I operated upon a woman 
eighty years of age who developed cataract in 
one eye five years ago. The other eye has an 
immature cataract. Her father lost his sight 
from cataract after seventy-five years of age. 
She has one sister eighty-three and another sev- 
enty-eight, who have developed cataract within 
the past five years. They have one brother sev- 
enty-six years of age, who is supposed to have 
good vision, also two younger brothers. Five 
brothers and sisters died before adult life. The 
three who have cataract have large families from 
fifty-five years of age downward, all free from 
cataract. 


Ectopia Lentis 


Case 3.—Father and four children with double 
ectopia lentis, with marked displacement of lens 
in all_—boy 17, girl 14, boy 11, girl 9, and boy 6. 
There are two other children, boy 7, and girl 1, 
who are questionable and were not seen; the 
parents did not know whether the eyes were per- 
fect, but. thought they were nearly so. 
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In the boy 14 the lenses are so poorly sup- 
ported that he can voluntarily throw the lenses 
into the anterior aqueous chamber in front of 
iris by throwing the head forward. Then by 
throwing the head backward, the lenses are 
thrown into the posterior aqueous chamber back 
of the iris. In both instances the lenses fall 
downward about two mm. 

Family History.—Father’s family history, ex- 
cept parents, which is negative, is unknown. 
Mother, who is normal, has a father seventy-five 
years of age with cataract. Such other history 
as could be secured was negative. Now here is 
a case in which four or possibly six children of a 
father, with dominant character of ectopia lentis, 
was crossed with a woman with dominant units 
as to another lens trouble,—cataract. We can 
not help believing that the units in the mother, 
that she carried from a defective father with cat- 
aract, accentuated and caused to become more 
dominant in the zygote, a group of units that 
produced ectopia lentis in six children. Again, 
we may reason that it is not alone one unit that 
makes a dominant character for ectopia lentis or 
cataract, but a group of units, and that some of 
these units are common to both ectopia lentis 
and cataract. 


DISCUSSION 


Dr. Frank D. Boyd, Fort Worth, Tex.—I have 
seen some cases of ectopia lentis which I thought 
to be congenital, which is often due to a relaxa- 
tion or absence of the zonula. As de Schweinitz 
mentions in his latest book, this displacement is 
ordinarily incomplete; but we sometimes have a 
complete congenital luxation. These are gen- 
erally symmetric and oftentimes we find the dis- 
placement is lateral. 

We have histories where there are several 
members of the same family affected,—for ex- 
ample, G. Griffin Lewis has reported hereditary 
ectopia lentis extending through six generations 
and involving sixteen individuals. Of course we 
may have dislocations due to disease of the eye,— 
namely, malignant myopia and choroiditis. Some- 
times it may be due to traumatism; in fact, I have 
seen conditions of that character. Just in the 
past two or three days I have had a case where 
the lens was dislodged from its normal position, 
falling backward into the vitreous. However, I 
was able to bring it forward into the anterior 
chamber through operative procedures. 

In regard to heredity where there is the 
transmission of parental characteristics to the 
offspring, the child possesses the mean between 
the character of each parent; that is, the father 
and mother share equally in transmitting their 
peculiarities. Yet it should be borne in mind 
that no two individuals are exactly alike; and 
besides the resemblances to the parents, every 
child differs in certain respects from the parent. 
Thus the Egyptian of today inherits the features 
and mental characteristics of his ancestors who 
lived 10,000 years ago. One cause of this is the 
fact that the physical features and climate of 
Egypt have remained unchanged for that period. 
Hurst remarks: “Heredity is merely a likeness 
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of effects due to the likeness of the causes pro- 
ducing them.” 


Galton speaks of alternative heredity and il- 
lustrates it by the color of the human eye. “If 
one parent,” he says, “has a light eye-color and 
the other a dark eye-color, some of the children 
will, as a rule, be light and the rest dark; they 
will seldom be medium eye-colored, like the chil- 
dren of medium eye-colored parents.” 


In regard to Mendel’s Law, as far back as 1865, 
this Austrian monk (Mendel) made prolonged ex 
periments in crossing varieties of the pea. I will 
not go into an illustration of this, as no doubt 
most of you have read of his work. 


To breeders, Mendel’s law is of great impor- 
tance, because, as remarked by Castle, “it reduces 
to an exact science the art of breeding in the 
case most carefully studied by him, that of entire 
dominance.” 


This is indeed a very valuable paper and one 
that requires careful study and shows that the 
doctor has gone into extensive research in its 
preparation. 


Dr. Buxton, closing: Ina paper, within the lim- 
its permissable, upon so extensive a subject we 
have been able to discuss only the salient points 
of interest. The apparent violation of the law of 
De Vrirs “Unit Characters” or the changes in the 
development of the Oosperm due to artificial chem- 
ical treatment or traumatism with resulting varia- 
tions from the normal must be left to your investi- 
gation. Dr. Boyd’s discussion developed the fact 
that he is well informed upon the subject. There 
is only one objection to his remarks I desire to 
raise—the physical characteristics of the Egyptian 
of today. It is not to Egypt but to the Pharaos 
and his colleagues of four thousand years ago. 


Also Hurst’s conclusions referred to by the Doc- 
tor are not sustained by any evidence and are in 
direct opposition to all recent investigation. 


AUTHORS’ ABSTRACTS 
Eye, Ear, Nose and Throat 


Deformities of the Nasal Septum: Their Correc- 
tion by an Improved Technic for Submucous Re- 
section. J. L. Maybaum, New York, American 
Journal of Surgery, August, 1916, p. 260. 

The type of septal deformity and the indica- 
tions for performing a submucous resection 
should be thoroughly considered before deciding 
to operate. Three types may be recognized: 1. 
Deviation of the quadrilateral cartilage, its free 
border projecting into the opposite side with a 
compensatory hypertrophy of the inferior tur- 
binate on the side of the concavity. 2. Deflection 
of both cartilage and bony septum located usually 
near the floor of the nose, extending from within 
the vestibule almost to the posterior nares, im- 
pinging against the interior turbinate and fre- 
quently associated with Eustaclian middle ear ca- 
tarrh. 3. Deflection of the vertical plate of the 
ethmoid impinging against the middle turbinate, 
giving rise to reflex symptoms, and interfering 
with the proper drainage of the sinuses. To ob- 
tain the fullest benefits from the submucous re- 
section, adenoids and narrowing of the posterior 
nares, must be given proper attention. Recum- 
bent position of patient, head slightly elevated is 
the ideal position while operating. Shock is elim- 
inated and the floor of the nose is more accessi- 
ble. Anesthesia: Cotton applicator moistened 
with adrenalin 1/1000 is dipped into powdered 
cocaine hydrochlorid and with gentle friction is 
applied over the entire septum, especially over 
the area opposite the interior end of the middle 
turbinate. No packing is used where conditions 
are favorable for keeping the patient under care- 
ful observation. Post-operative hemorrhage has 
not resulted by this method. Hematoma between 
septal flaps is avoided by providing drainage by 
anterio-postio incision along the floor of the nose. 
Post-operative manipulations in the nose should 
be avoided for three days to minimize the possi- 
bility of infection. 
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The increase in membership from 600, 
in 1911, to more than 5,500 at this time, 
is not more phenomenal than the improve- 
ment in the scientific work at the meet- 
ings of the Southern Medical Association. 
All the gatherings have been successful ; 
but each year they have been broadened in 
their scope and have been made more and 
more practical and scientific, until now we 
believe that no medical organization in ex- 
istence has ever crowded into four days 
more of real interest and instruction to 
medical men than has been arranged for 
by the officers of the Sections on Medi- 
cine, Surgery, Eye, Ear, Nose and Throat, 
Public Health and Railway Surgery, and 
by the Committee on Clinics for the At- 
lanta Meeting. 


Southern physicians and surgeons travel. 


long distances to attend clinics, and their 
patients often make depressing journeys 
for treatment or for operation, when in 
their own or in a neighboring state there 
may be just as good clinicians and as 
skilled men in all lines of medical and sur- 
gical work as can be found anywhere in 
the world. The meetings of the Southern 
Medical Association, perhaps more than 
anything else, have brought this fact to 
the attention of the physicians who have 
attended them. 
CLINICS 


The Atlanta Meeting will mark the be- 
ginning of a new era in the work of med- 
ical societies in that it will be the first 
large assembly where a part of each day 
will be given over to clinics. Atlanta’s 
immense Auditorium, in which all of the 
general and section meetings of the As- 
sociation will be held, is within three 
blocks of the Grady Hospital and the At- 
lanta Medical College buildings, which to- 
gether can provide operating and clinical 
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amphitheaters and lecture rooms that will 
comfortably seat two thousand physicians. 
Every morning from Monday through 
Thursday, from 8 ’till 10 o’clock, clinics 
will be held on surgery, gynecology, gen- 


- ito-urinary diseases, orthopedics, general 


medicine, pediatrics, neurology, gastro- 
enterology, tropical diseases, ophthalmol- 
ogy, rhinology and oto-laryngology. The 
clinics will last from one-half to one 
hour each; and eight or ten different clin- 
ics will be going on at the same time. The 
Atlanta physicians with characteristic 
courtesy and generosity have agreed to 
invite physicians and surgeons from 
other places to hold the clinics; and 
many of the most celebrated men in the 
sixteen Southern States have consented to 
hold them. Friday and Saturday will be 
given over entirely to clinics by Atlanta 
physicians and surgeons at the various 
hospitals and sanitoria. The medical pro- 
fession of Atlanta is the equal of that of 
any city in the country; and the clinics on 
Friday and Saturday will wind up a week 
of clinical and didactic post-graduate work 
for Southern physicians that has never 
been excelled. 
ORATIONS AND ADDRESSES 

The Oration on Medicine will be deliv- 
ered by Dr. Marvin L. Graves, Professor 
of the Practice of Medicine in the Univer- 
sity of Texas, Galveston, Tex. Dr. W. D. 
Haggard, of Nashville, Tenn., Professor 
of Clinical Surgery at Vanderbilt Univer- 
sity, will deliver the Oration on Surgery; 
and Major-General W. C. Gorgas, Surgeon- 
General of the United States Army, has 
been selected as the Orator on Public 
Health. 

Dr. W. A. Evans, a former Mississip- 
pian, but now Health Editor of the Chi- 
cago Tribune, and Mr. Frederick L. Hoff- 
man, Statistician of the Prudential Life 
Insurance Company, of Newark, N. J., 
will address the Section on Public Health 


at a public meeting on Monday evening. 


RAILWAY SURGEONS AND CONFERENCES 

The surgeons of railways entering At- 
lanta have called their meeting to convene 
in that city during, or have arranged dates 
that will not conflict with, the mecting cf 
the Southern States Association of Rail- — 
way Surgeons, which promises to have a 
day, Monday, November 13, full of inter- 
esting clinics, papers and discussions. 

The National Committee on the Eradi- 
cation of Malaria, of which Surgeon-Gen- 
eral Gorgas is Honorary Chairman and 
Surgeon-General Blue Active Chairman, 
will have a meeting during the session of 
the Southern Medical Association, at 
which time the Committee will discuss 
plans for a nation-wide campaign of edu- 
cation regarding the prevention of mala- 
ria. Mr. Frederick L. Hoffman, of New- 
ark, N. J., than whom the South has no 
better friend, originated and founded this 
Committee, the personnel of which is 
made up, with a few exceptions, of mem- 
bers of the Southern Medical Association. 

The Conference of Public Health Of- 
ficials in the sixteen Southern States will 
attract a large attendance for the Section 
on Public Health, which has an unusually 
interesting program for the Atlanta Meet- 
ing. 

The Conference on Medical Education 
on Monday, November 13, will bring to- 
gether many of the prominent men en- 
gaged in medical teaching in the South, 
who will read papers and discuss subjects 
pertaining to medical education. 


ENTERTAINMENT 


Atlanta’s hospitality has made it one of 
the greatest convention cities of the coun- 
try. The local Committee on Entertain- 
ment for the Southern Medical Associa- 
tion has had to be restricted by the officers 
of the Association in the number of enter- 
tainments which the Atlanta physicians 
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desired to give during the Meeting. The 
entertainments planned will prove that the 
“Gate City of the South” deserves her rep- 
utation for hospitality, but they will not 
interfere with the clinics and regular 
meetings of the Association. Atlanta is 
a great city for golf, a game that many 
physicians have very wisely taken up, and 
a golf tournament for Southern physi- 
cians has been suggested. Certainly a 
great many physicians will go to Atlanta 
prepared to enjoy the wonderful links. 

The doctor who fails to take his wife 
with him to Atlanta will miss the oppor- 
tunity of giving a trip long to be remem- 
bered by her who has done most for his 
success and happiness. Atlanta and Geor- 
gia in November are wonderful and the 
entertainments planned for the ladies are 
quite extraordinary. 


MEDICAL COLLEGE REUNIONS 


The reunions of the different medical 
schools, when physicians meet their col- 
lege friends and live over again the old 
student days, is one of the pleasant fea- 
tures of the meetings of the Southern Med- 
ical Association. Since Atlanta is cen- 
trally located, with railway lines radiat- 
ing in every direction, it is expected that 
reunions of most of the medical schools 
of the South will be held. The Atlanta 
Medical College, representing the merger 
of three medical schools, will make an es- 
pecial effort to make the graduates of the 
former medical schools of Atlanta feel 
that they are alumni of the Medical De- 
partment of Emory University. 


SPIRIT AND ATTENDANCE 


The spirit of the meetings of the South- 
ern Medical Association is splendid and 
has often been mentioned. The Associa- 
tion has no legal or political functions, 
and those who go to its meetings are not 
there for profit or for personal aggran- 
dizement. They meet together as true 
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scientific men engaged in serious work in 
the various branches of medicine. There 
is no conflict of interest, for all are ear- 
nestly striving for the advancement of 
Southern medicine and surgery, or are 
working to solve the public health prob- 
lems of the South. But each day when 
the sessions are over everything serious is 
thrown aside and the medical men of the 
old and the new South unite in enjoying 
each other. These are some of the rea- 
sons why the same men are found at the 
meetings year after year, and why each 
year the attendance grows. At Rich- 
mond, in,1914, the registration was more 
than 900, while last year at Dallas there 
were 1,200 physicians present. From 
present indications, on November 13-16, 
Atlanta will be the medical Mecca for over 
2,000 of the more progressive physicians 
of the sixteen Southern States. 


THE EIGHT-HOUR WORKING DAY 

President Wilson and Congress, in en- 
acting the eight-hour-a-day law as a work- 
ing basis for engineers and trainmen, 
acted primarily to prevent an impending 
strike which would have resulted in finan- 
cial disaster that would affect every citi- 
zen of the Nation. The average man prob- 
ably does not see it, but President Wilson, 
when he urged Congress to pass the eight- 
hour law “in the interest of health, ef- 
ficiency and a general increase of eco- 
nomic vigor,” also had in mind something 
more than the desire to meet the exigen- 
cies of an emergency. He no doubt con- 
sidered the far-reaching and beneficial ef- 
fects of legislation that limits the work- 
ing time of men to hours that are condu- 
cive to health, happiness and efficiency. 

The aphorism “eight hours for work, 
eight hours for eating and recreation, and 
eight hours for sleep” is based upon sound 
physiological reasoning, and he who de- 
parts too far from that plan of living will 
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in time surely suffer the consequences. 
The human mind and body must have suf- 
ficient rest each day in order to function- 
ate properly; and there can be little doubt 
that the man who works for only eight 
hours a day is more efficient during his 


working hours than he who spends twelve 
hours a day at his post. The toxins that 


accumulate in the muscles and nerve cells 
from fatigue produce definite reactions 
that slow down muscular and mental ac- 
tion.! 


Experiments have been made which 
prove that the mental and physical output 
from the last hours of a long working day 
decreases with each hour from the time 
fatigue begins until the output from the 
last hour of a twelve-hour day is almost 
nil. Not only that, but the mind and body 
of the person who is excessively fatigued 
do not become restored to the normal from 
short hours of sleep; and the day followe 
ing, and even for several days, efficiency 
is impaired. After a few years of over- 
work there comes a state of chronic fa- 
tigue when a man may be able to remain 
at his work for the required number. of 
hours each day, but the output from his 
labors is permanently reduced. 


The railroad presidents may not see it 
now any more than they did when they 
opposed the law that was passed by Con- 
gress limiting the time that an engineer 
or conductor could remain on duty to six- 
teen hours in one day; but the eight-hour 
law is as. much in the interest of the stock- 
holders of railroads as it is to the engineers 
and trainmen. It is surely true that the 
labor output, or earning capacity, of any 
man for a period of years is greater when 
working eight hours a day than when he 
labors for ten hours out of the twenty- 
four. The eight-hour man is 100% ef- 
ficient for each hour that he works, while 


1The Harvey Lectures, Philadelphia, 1906. 


the ten-hour man works more slowly and 
will average probably 80% in efficiency. 
A saw mill operator is authority for the 
statement that the lumber output of his 
mill working from sun up ’till sun down 
with the same operatives, was greater in 
the Winter with short hours than in the 
Summer with the long hours. It was not 
the heat that caused the difference, be- 
cause General Gorgas and General Goeth- 
als have proved in Panama that the white 
man can live and be as efficient in the 
tropics as in colder climates. It is simply 
the principle that “self-preservation is the 
first law of Nature;” that men uncon- 
sciously slow down in their work when 
they have long hours because they in- 
stinctively realize the physical disaster 
that will surely come from too long con- 
tinued intense physical or mental effort. 
A mechanic who had a physical breakdown 
from a twelve-hour day position recently 
told the writer that for years he and others 
would get so tired during the afternoon 
that the last few hours of their work 
amounted to but little. Many observers 
have reported similar results; so that from 
the viewpoint of efficiency and for in- 


creasing the earning capacity of laborers 


the eight-hour day is best for those who 
employ labor. 

The eight-hour working day, if univer- 
sally carried into effect, would surely de- 
crease the morbidity and mortality from 
the germ diseases such as la grippe, pneu- 
monia, typhoid fever and tuberculosis. 
The human body, when in normal condi,- 
tion, is but slightly susceptible to the germ 
diseases. But when in a state of lowered 
resistance from fatigue, inanition, or 
from any other cause of physical depres- 
sion, the pathogenic germs overcome the 
natural or inherent immunity to bacterial 
diseases. Every physician who has had 
much hospital experience knows that it is 
the overworked laborer, who toils long 
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hours and leads a life of exposure, that 
most frequently comes down with’ the in- 
fectious or communicable diseases of adult 
life. 

President Wilson, in urging the eight- 
hour day, has advocated a measure that 
will, in the course of years, add to the av- 
erage length of human life. We know 
that as a result of fatigue there accumu- 
lates in the muscles a toxic substance 
(kenotoxin) which in small amounts, if in- 
jected into animals, will produce definite 
symptoms of fatigue, and in larger 
amounts will cause death.2, We also know 
that these fatigue substances, by circulat- 
ing in the blood, affect other organs. It 
is therefore surely reasonable to assume 
that the toxin of fatigue (kenotoxin) cir- 
culating in the blood would eventually 
cause degeneration of the delicate endo- 
thelium lining the arteries, and that as a 
result of continued daily fatigue arterio- 
sclerosis, chronic cardiac and renal dis- 
eases would result. The degenerative dis- 
eases, viz: insanity, heart, kidney and ar- 
terial diseases, are increasing; and chronic 
fatigue, from long hours of work, is with- 
out doubt one of the causes of the actual 
decrease in average age of the person who 
lives ’till adult life. The increase in the 
average length of life has been due to the 
_ very great reduction in the mortality of 
the diseases of childhood and from the de- 
crease in typhoid fever, tuberculosis and 
other communicable diseases; but the av- 
erage length of life of those who become 
wage earners has decreased. The Ameri- 
can people have learned how to work. 
When they learn how to play the years of 
their span of life will be increased. 

If President Wilson and Congress could 
limit the working hours of professional 
and business men to eight hours in the 
twenty-four, lawyers, ministers, doctors 


2Weichardt: Archiv. Anat. u. Physiol., 1905, p. 219- 
3Howell: Text-Book of Physiology, W. B. Saund- 
ers Company, 1915, p. 71. 
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and railroad presidents would live longer 
and be more efficient. The long hours and 
the loss of sleep incident to the practice 
of medicine are the principal causes for 
the relatively large proportion of drug 
habitues among physicians, and no doubt 
partly account for the fact that the longev- 
ity of doctors is less than that of men in 
any other profession or trade except those 
classed as hazardous occupations. Un- 
fortunately professional and business men 
can not form unions and demand an eight- 
hour working day, but each individual 
must regulate his own hours for work and 
rest. If he desires to be efficient over a 
long period of years and enjoy life to the 
utmost, he will as nearly as possible adopt 
the eight-hour working day. 


THE MORTALITY OF OUR PUBLIC 
MEN 


A pamphlet with the above title has 
been received from the American Statis- 
tical Association. It deals primarily with 
a study of the mortality of the Senators 
and Representatives of the United States. 
The method employed has not been that of 
expected longevity, but that of expected 
mortality, using the mortality of the 
American Experience table as a standard 
of comparison. The chief data were. ob- 
tained from the Biological Congressional 
Directory, and the necessary facts relating 
to nearly 7,500 Congressmen were entered 
upon individual cards. The observations 
were closed March 3, 1912. 

The statistics show that during the first 
and second: year of service the deaths of 
Congressmen amount to only 59% of the 
expected mortality. 

From the third to: the tenth year the 
deaths are 99% of the expected mortality ; 
from the eleventh to the twentieth year, 
107% ; from the twenty-first to the thirti- 
eth year, 101%, but after thirty-one or 
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more years of service the deaths amounted 
to only 74% of the expectation. 

Something like the following explana- 
tion is offered by the pamphlet: Congress- 
men are a select group having unusual vi- 
tality, and therefore a low mortality rate 
at the outset. Congressional life, viewed 
from every standpoint, imposes un- 
hygienic conditions, and makes a severe 
drain on this vitality, resulting in gradu- 
ally increasing mortality. Some Congress- 
men contrive to avoid or to correct these 
unhygienic conditions, and survive their 
less careful colleagues. Age has something 
to do with their mortality rate; those un- 
der fifty years of age who have served over 
six years show a rate of 103% ; those sixty 
years of age and over, 124%. 

There is also a difference in the mortal- 
ity of Congressmen from different parts 
of the country, the Southern States show- 
ing a small percentage over that of the 
Eastern States, while the Western States 
have the most favorable record. It is pleas- 
ant to know that the mortality of our mod- 
ern Congressmen is in general lower than 
that of their predecessors, the improve- 
ment being the greatest for the younger 
ages. 

A consideration of all the conditions pre- 
vailing leads to the conclusion that bad hy- 
giene has been more destructive than the 
weight of responsibility. It is the wear 
and tear diseases (or degenerative dis- 
eases) which kill their victims chiefly in 
their later years; the infectious diseases 
which kill their victims chiefly at the 
earlier ages are now controlled or avoided 
to such an extent that fewer of those sus- 
ceptible succumb to them. Modern con- 
vivial social life in general is more fatal to 
men subjected to its temptations than are 
all of the pathogenic organisms known to 
science. Better health ideals, customs and 
habits will do more to favor the longevity 
of those who observe them, be they Con- 


gressmen or private citizens, than will all 
the fads, from raw foods to Fletcherism, 
that now assail a bewildered public. 


SCHOOL OF HYGIENE AND PUBLIC 
HEALTH AT JOHNS HOPKINS 

A few years ago, Harvard University 
took the lead in establishing a post-grad- 
uate course in medicine offering the degree 
of Doctor of Public Health. The need of 
such an institution for the scientific train- 
ing of public health workers was clearly 
shown by the enrollment in that depart- 
ment, as well as by the great demand for 
its graduates. 

No branch of the profession is capable 
of higher development and specialization. 
The day has passed when public health 
matters are to be entrusted to the busy 
practitioner who may wish to augment his 
income, but who is oftentimes unfit for the 
work both from want of time as well as 
from lack of special training. 

Recently, the Rockefeller Foundation 
has granted the necessary funds for estab- 
lishing and maintaining a School of Hy- 
giene and Public Health* in connection 
with the Johns Hopkins University, Balti- 
more. The South has long felt the need of 
such an institution and rejoices in the fact 
that at last it is to have what will doubt- 
less prove to be the most complete school 
of its kind in the world. 

Dr. William H. Welch, Professor of 
Pathology in the Johns Hopkins Univers- 
ity, has been made the Director of the 
School of Hygiene and Public Health, 
while Professor William H. Howell has 
been appointed head of the Department of 
Physiology. The rest of the staff mem- 
bers, which will include engineers and san- 
itarians as well as physicians, have not yet 
been selected. 


*The Johns Hopkins Alumni Magazine, IV, 4, 
June, 1916, pp. 289-293. 
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It will be an independent unit of the 
University though working in coéperation 
with the Medical School and with the 
School of Engineering. A separate build- 
ing and all necessary laboratories will be 
provided. This new department is ex- 
pected to open its doors to students in Oc- 
tober, 1917. 


SURGEON VON EZDORF DIED ON 
THE FIRING LINE 

The names of soldiers and sailors who 
have died: for their country are written 
in history, poetry and story. Yet where 
do we read of the trials and hardships 
and of the glorious records made by phy- 
sicians who, through their skill, learning 
and untiring devotion to duty, have saved 
the lives of thousands of their country- 
men? Surgeon R. H. von Ezdorf, of the 
United States Public Health Service, was 
one of the peace heroes who, in his work 
on the epidemiology of malaria, rendered 
a service to his country that should not 
be forgotten. When he died suddenly on 
September 8 in Lincolnton, North Caro- 
lina, while in the performance of his duty, 


he left a record of achievement second to 


few sanitarians in his time. 

Probably no man has a more accurate 
or more thorough knowledge of the epi- 
demiology of malaria than had been ac- 
quired by Dr. von Ezdorf, and surely no 
one was so well informed regarding its 
distribution or of the methods for its erad- 
ication in the South. He made a number 
of notable contributions to the literature 
on malaria, but he did not claim to have 
made many startling discoveries. His 
work consisted in making the practical 
application of the discoveries of Laveran, 
Ross, Manson, Carter, LaPrince, Bass and 
others who have blazed the trail that will 
finally lead to the eradication of the great- 
est enemy to the agricultural and indus- 
trial development of the South. As the 


surgeon in charge of the epidemiological 
work on malaria for the United States 
Public Health Service, von Ezdorf was 
attempting, with a very meager appro- 
priation, to do for the Nation what Gorgas 
did for Havana and the Canal Zone. 


Dr. von Ezdorf’s one mistake was that 
he did not realize that there is a limit to 
physical endurance. He thought malaria, 
talked it, and dreamed of the time when 
this unnecessary disease would be ban- 
ished from American soil. His friends 
knew of the long hours he worked and 
of the strenuous life he led; but no one, 
and he probably least of all, realized that 
his great heart would cease to beat so 
soon. He accomplished more in the twenty 
years of his professional work. than most 
men do in a life time. It is most unfor- 
tunate that he could not have restrained 
his desire for work and have lived longer 
to carry on the great task that he had be- 
gun. 

It is a great misfortune for the South 
to lose a man of such marked attainments, 
and whose life was given over entirely to 
so important an undertaking. The dis- 
tinguished service for his country ren- 
dered by Dr. von Ezdorf has become his- 
tory, but the work which he began will 
be carried on until malaria is one of the 
rare or forgotten diseases in the United 
States. Unborn generations will there- 
fore receive the blessings of the intense 
and well directed efforts of this unostenta- 
tious man who died from overwork. that 
the lives of others might be saved. 


AN ORGANIZATION FOR FEE-SPLIT- 
TERS AND DISGRUNTLED 
DOCTORS 


One Emory Lanphear, who has a na- 
tional reputation as a fee-splitter, has 
sent out a call to arms for all the disgrun- 
tled and disconsolate doctors, who can not 
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find comfort in regular organized medi- 
cine, to meet in St. Louis on October 3, 4 
and 5 to devise ways and means for stay- 
ing the terrible medical octopus, other- 
wise known as the American Medical As- 
sociation. 

“Membership in a local society is not 
essential” to become a member of the pro- 
posed “Medical Society of the United 
States,” otherwise a number of fee-split- 
ters, who are named as among the organ- 
izers, and who have been expelled from 
their city or county societies, would be 
ineligible to membership. 

It might be best not to dignify the pro- 
posed organization with editorial mention, 
but the program contains the names of a 
few prominent physicians who are surely 
not familiar with the reputation of some 
of its organizers, and whom we believe 
should be ‘informed on the subject. Lan- 
phear, who seems to be the moving spirit 
in “the revolt against the A. M. A.,” will 
be remembered as the open champion of 
fee-splitting. In a series of articles pub- 
lished in the American Journal of Clinical 
Medicine, he defended the division of fees 
as being right and just. Lanphear sent 
out a circular letter, appropriately signed 
in blood red ink, in which he offered to 
give the family physicians 40% of the 
fees received by him for surgical services. 
We are informed that some of the other 
organizers have the same low professional 
standards. 

It is unnecessary to say that there is 
no place in medicine for an organization 
founded on spite and prejudice. The 
American Medical Association with its 
great Journal, with its Councils on Medi- 
cal Education, Chemistry and Pharmacy, 
and Health and Public Instruction, has 
madé a wonderful record in raising the 


standards of the medical profession. There 
is every reason to believe that its future 
will be no less resplendent than has been 
its past, and that no other national medi- 
cal organization can ever, or will ever, 
meet with even a modicum of the success 
of its competitor. Pec be 


NEW BOOKS BY MEMBERS SOUTH- 
ERN MEDICAL ASSOCIATION 


PARADOXICAL PAIN—HARBIN* 


The purpose of the book is to show that 
experiences, painful as they may seem at 
the time, often later prove a blessing in 
disguise; and that in the attainment of 
success, pain plays a much greater role 
than pleasure. “The capacity to enjoy 
implies a susceptibility to suffer.” 

Orthodox to a degree, there is a hopeful 
philosophy permeating the whole. 


The book may be read with great pleas- 


ure and profit by the laity as well as by 
the profession, for there is included a 
wealth of general information narrated 
in a pleasing style. 


*By Robert Maxwell Harbin, A.B., M.D., F.A.C.S., 
Rome, Ga. 212 pages.’ Boston: Sherman, French 
and Co., 1916. 


A CORRECTION 


Our attention has been directed by 
Major Robt. E. Noble, United States 
Army, Washington, D. C., to an oversight 
on our part when in an editorial in last 
month’s issue of THE JOURNAL we stated 
that Walter Reed had been a member of 
the United States Public Health Service. 
Of course such was not the case. Dr. Reed, 
as well as Drs. Lazear, Carroll and Agra- 
monte were all officers of the United States 
Army. 
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ATLANTA, THE CONVENTION CITY 


FACTS ABOUT ATLANTA AND GEORGIA* 


Atlanta has a population of 205,000, estimated 
according to per cent. of increase from 1900 to 
1910. The city and suburbs have a total of 225,000. 

Atlanta is the second largest mule market. 

Atlanta is the fourth largest insurance center. 

Atlanta has the fourth largest Western Union 
office. 

_Atlanta’s postal receipts for year ending April 
30, 1916, were $1,441,574.54. 


Atlanta’s postoffice, last fiscal year, sent out 


65,000,000 letters, approximately 3,000, 000 pack- 
ages. 

Atlanta has one hundred and one hotels and 
restaurants. 

Atlanta ranks 32d in population and 2ist in 
bank clearings. 

Atlanta has 69 public schools, with an bata 
ment of 26,162. 

Atlanta has in the Ivy Exchange the ieee 
telephone exchange in the South. 

Atlanta’s birth rate in 1915 showed an increase; 
death rate showed a decrease. 

Atlanta has 264 churches, representing nine 
teen denominations and five independents. 

Atlanta’s railroads radiate in fourteen direc- 
tions, operating 149 daily passenger trains. 

The printers’ and publishers’ pay-roll in Atlanta 
is greater than that of any other line of industry. 

Atlanta’s post office receipts are greater per 
capita of population than any other city in the 
Union. 

Atlanta was the first city in the South to con- 
tribute to a public library from municipal funds. 

Atlanta has 200 miles of modern electric street 
railway and 35.5 miles of interurban system. 

Atlanta is the center of industry — railroads, 
finance, education, automobiles, publications and 
commerce—for the Southeast. 

Atlanta factories manufacture one thousand 


*Supplied by the Atlanta Convention Bureau. 


articles. The finished products in 1915 were val- 
ued at $41,000,000.00. Sixteen thousand people 
employed in these factories received, during 1915, 
$9,500,000.00 in salaries and wages. 


Atlanta has 39 office buildings, which have a 
total of 97 elevators, carrying an average of 179,- 
380 people, and traveling 1,357 miles per day. At- 
lanta has more fire-proof office buildings, accord- 
ing to population, than any other city in the world. 


Atlanta is the metropolis of the Southeast. 

Atlanta is The Convention City of Dixie. . Rec- 
ords for 1915 show 140 conventions and special 
events, attended by 42,527 delegates and visitors, 
who spent in the city $765,486.00. 

Atlanta leads all Southern cities in National 
bank capital, surplus, and individual deposits. 

In 1915, total individual deposits in National 
banks amounted to $26,908,499.00, which was $3,- 
858,664 more than any other city in the South. 

Capital, surplus and undivided profits of Na- 
tional banks during the same period totaled $9,- 
998,502.00, or $1,213,263.00 more than any other 
Southern city. 

Atlanta uses more than 18,000,000 gallons of 
water daily from the city reservoirs. The city 
has an abundant supply of freestone water, flow-. 
ing down from the Blue Ridge Mountains. Rate 
for domestic use, 60 cents a month. 

In the State of Georgia, approximately $8,000. 00 
every day in the year is spent for highway im- 
provement. 

Georgia is the largest State east of the Missis- 
sippi River, and has a population of approximately 


2,884,069. 


Georgia has 678 State and 114 National banks, 
with a combined capital and surplus of $70,759,- 
645.00. 

Georgia’s 1915 peach crop sold for $5,330,000.00, 
the value exceeding that of any other state by 
$1,587,000.00. 

The per cent. of illiterate whites between ten 
and twenty years of age in Georgia is less than in 
any other state south of the Mason-Dixon line. 

Georgia’s farm products in 1915 were valued at 
$250,000,000.00. 


CORRESPONDENCE 


CAFFEINE BEVERAGES 


Editor Southern Medical Journal, 
Birmingham, Ala. 

Please mail me a copy of August issue of The 
Journal of the Southern Medical Association, in 
which was your editorial on the drinks containing 
caffeine. 

It has been with pleasure that I have read your 
articles in behalf of public health and _ public 
welfare. As you state, the medical profession 


should enlighten the laity concerning the diseases 
that cause so many women soon after marriage 


to be introduced to the surgeon for his services. 
Well do you state that it is “high time” that the 
altruistic profession should teach the people the 
causes of premature senility, of arterial degenera- 
tion, and of the diseases and habits of énviron- 
ment that destroy homes, that wreck men, women 
and children. This instruction, as you affirm 
again and again, should not‘be partial but all- 
embracing. 

War is being waged against alcohol, morphine 
and kindred drugs. Then why pass by coffee, tea, 
the cola drinks, and tobacco in all of its forms? 


You have sounded a warning when you tell of. 
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the seriousness of the widespread habit of drink- 
ing solutions containing the drug caffeine. Whis- 
key is taken as a rule by men, but cola drinks 
are taken by men, women and children,—by chil- 
dren as young as five or six years of age. The 
average number of “dopes” consumed every day 
by a cola fiend is eight or ten. A boy frequently 
boasts that he has just taken four to six without 
leaving the drink stand. One boy told me last 
night that he has drunk as many as twelve bot- 
tles of “dope” at one time. Such persons, those 
addicted to the use of the drug caffeine, often 
suffer from hyperacid stomachs, general pruritus, 
nervousness and polyuria,—many of these symp- 
toms being due to the high blood pressure caused 
by ingestion of caffeine. 

We know the relation that exists between high 
blood pressure and arteriosclerosis, and the dan- 
ger of apoplexy among those who have arterio- 
sclerosis when the blood pressure is high. 

However, we should not be one-sided, but take 
the larger view that looks on all sides. We can 
not as yet state what causes many of the neu- 
roses and psychoses. - The cola drinks are of re- 
cent introduction, though caffeine in other ways 
has long been in common use. 

If we study family lines not from the vain and 
victory-loving standpoint usually taken, but from 
a biological standpoint, we find among all fami- 
lies, long before the ancestors left their Virginia 
and Carolina homes, that epilepsy, hysteria, neu- 
rasthenia, dipsomania and all forms of mono- 
mania were common, that these have increased 


because the population has increased, and that 
we find out about these cases now because we 
have a better scientific grasp of the situation. 
Few families are exempt; so none need boast. 
We see the increase of these nervous and mental 
maladies in such a proportion as to make us at 
times suspect that they are subject to Mendel’s 
law. Many hypotheses as to the causes of the 
psychoses and neuroses have been brought for- 
ward. Some causes have been found out. 

Freud, with his suppression theory, has come 
forward. Some claim the neuroses and psychoses 
are parasyphilitic symptoms. Others indict al- 
cohol because it strikes at the germ plasma. Still 
others believe the trouble to be caused by disturb- 
ances of the internal secretions or some form of 
toxemia. Morton Prince and others believe vi- 
cious training in early life to be a large factor. 

Admitting that there is some truth in all the 
theories, there are still depths in the human mind 
that have never yet been sounded,—strange seas 
that seamen never yet have sailed. Neither do 
we know from what port blow the strange winds 
that wreck and rend. Our ignorance should at 
least make us modest in our statements. We 
know this, however, that caffeine and alcohol 
and other drugs can do no good except when 
given under the direction of a physician, and 
that their habitual use aggravates to a serious 
degree the widespread neuroses and psychoses. 

Very truly yours, 
W. B. PALMER. 
Furman, Ala., Sept. 4, 1916. 


BOOK REVIEWS 


The Aftermath of Battle 


With the Red Cross in France. By Edward D. 
Toland. 175 pages. New York: The Macmillan 
Co., 1916. 


Roadside Glimpses of the Great War 


By Arthur Sweetser. 272 pages. Illustrated. 

New York: The Macmillan Co., 1916. 

These books are both by young Americans: 
both deal with the European War. There the 
analogy ceases. It would be hard to imagine a 
greater divergence in treatment. 


Mr. Toland left a Philadelphia banking busi- 
ness dulled into inactivity by the outbreak of 
war, and in a somewhat holiday mood, we gather, 
took passage in the steerage to see what all the 
fuss was about. He was not long in learning 
the reality of the conflict, soon becoming at- 
tached to a Paris hospital, where he made him- 
self useful in more than one capacity. He is no 
sentimentalist: he tells a dreary tale of suffer- 
ing with scarcely a word of'comment; one opera- 
tion succeeding another in rapid succession. His 
language is bare of adjective and of descriptive 
phrasing, just a grim recital of pain. What can 
be the end of it all, we wonder, when on the 
last page we reach the author’s own conclusion, 


that an economic upheaval of some sort, rather 
than actual fighting, will bring peace. 

On the whole, the book seems scarcely to merit 
the warm praise bestowed upon it in Mr. Owen 
Wister’s glowing preface. 

Mr. Sweetser, on the other hand, presents the 
born observer and trained writer. A newspaper 
man from Boston, hea rushed across at the first 
cry of war, and immediately found himself in the 
thick of it. In twelve thrilling chapters, replete 
with anecdote, he recounts his truly remarkable 
adventures. 

On a bicycle he followed in the- wake of von 
Kluck on the famous Paris drive; three times did 
he taste the lot of the military prisoner, and 
many times did he miraculously escape it. Once 
he was forced to walk eleven miles ignominiously 
manacled to a German prisoner, between lines 
of jeering, hooting, hating Frenchmen. 

There is humor here, and pathos, and horror; 
all the glory and the heroism and the terror of 
war, vibrant, pulsating, real. 

Where Mr. Toland writes with great restraint, 
Mr. Sweetser gives his pen free rein. France in 
despair and France in hope live on his pages, 
and we weep anew for the agony of Belgium. It 
is with both regret and relief that we close the 
covers upon this maelstrom and turn blurred eyes 
on our own work-a-day world. 
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Nitro by Hypo. 


A Pep-tonized Tonic for the Physician. By Ed- 
win P. Haworth, Superintendent Willows Mater- 
nity Sanitorium, Kansas City, Mo. 128 pages. 
' Kansas City: The Willows Magazine Co., 1915. 
The author presents a collection of short, 

snappy essays on topics of interest to the physi- 
cian both as regards his profession and his daily 
life. It is a highly readable little book, for whose 
perusal it will well pay any man to devote a half- 
hour’s time. 


BOOKS RECEIVED. 


The Principles and Practice of Perimetry.—By Luther C. 
Peter, A.M., M.D., F.A.C.S., Associate Professor of Oph- 
thalmology, Philadelphia Polyclinic and College for Grad- 
uates in Medicine; Ophthalmologist, Rush Hospital for 
Consumption and Allied Diseases. 232 pages. 119 engrav- 
ings. Philadelphia and New York: Lea and Febiger, 
1916. 


Diseases of the Eye—A Handbook of Ophthalmic Practice 
for Students and Practitioners. By George E. de 
Schweinitz, M.D., L1.D. (Univ. of Pa.), Professor of Oph- 
thalmology, University of Pennsylvania; Ophthalmic Sur- 
geon, University Hospital; Consulting Ophthalmic Sur- 
geon, Philadelphia Polyclinic Hospital, the Philadelphia 
General Hospital, and the Orthopedic Hospital and In- 
firmary for Nervous Diseases. Eighth Edition, 754 pages, 
reset with 386 illustrations and 7 colored plates. Phila- 
delphia and London: W. B. Saunders Co., 1916. 


Practical Massage and Corrective Exercises.—By Hartvig 
Nissen, President of Posse Normal School of Gymnastics; 
Supt. of Hospital Clinics in Massage and Medical Gym- 
nastics; Lecturer, Harvard Summer School; Former In- 
structor of Physical Training at Johns Hopkins Univer- 
sity, etc. Revised and Enlarged Edition. 211 pages with 
¢ ™_ Philadelphia: F. A. Davis Co., 1916. Cloth, 


The Treatment of Diabetes Mellitus—With Observations 
Upon the Disease Based Upon One Thousand Cases. By 
Elliott P. Joslin, M.D., Assistant Professor of Medicine, 
Harvard Medical School; Consulting Physician, Boston 
City Hospital; Collaborator to the Nutrition Laboratory 
of the Carnegie Institution of Washington, in Boston. 
440 pages. Ilustrated. Philadelphia and New York: Lea 
& Febiger, 1916. 


Obstetrics Normal and Operative—By George Peaslee 
. Shears, B.S., M.D., Professor of Obstetrics and Attend- 
ing Obstetrician, New York Polyclinic Medical School 
and Hospital; Former Instructor in Obstetrics, Cornell 
University Medical College; Attending Obstetrician, New 
York City Hospital; Senior Attending Obstetrician, Mis- 
ericordia Hospital. 745 pages. 419 illustrations. Phila- 
f = and London: J. B. Lippincott Co., 1916. Cloth, 


Sexual Impotence—By Victor G. Vecki, M.D., Consulting 
Genito-Urinary Surgeon, Mount Zion Hospital, San Fran- 
cisco, Cal. Fifth Edition, Enlarged. 405 pages. Phila- 
delphia and London: W. B. Saunders Co., 1915. 


The Clinics of John B. Murphy, M.D.—At Mercy Hospital, 
Chicago. Edited by P. G. Skillern, Jr., M.D., of Phila- 
delphia. Volume V, No. 3, June, 1916, and Volume V, No. 
4, August, 1916. Philadelphia and London: W. B. Saun- 
ders Co. Bi-Monthly. Per year, $8.00. 


Physics and Chemistry for Nurses—By Amy Elizabeth 
Pope, Graduate of School of Nursing, Presbyterian Hos- 
pital, New York City; Special Diploma in Education from 
Teachers College, Columbia University; Formerly In- 
structor in School of Nursing, Presbyterian Hospital; 
Instructor in School of Nursing, St. Luke’s Hospital, 
San Francisco, Cal. 441 pages. Illustrated. New York 
and London: G. P. Putnam’s Sons, 1916. Cloth, $1.75. 


The Expectant Mother and Her Child—Containing the Es- 
sential Things That Every Mother and Woman Should 
Know. By Margaret J. Modeland, R.N., Former Head 
Nurse, Gynecological Department, and Supervisor of 
Maternity Department, Allegheny General Hospital. In- 
troduced by Harold A. Miller. M.D., Obstetrician to Alle- 
gheny General Hospital, etc. Philadelphia: John C. 
Winston Co., 1915. Flexible leather. 


Studies in Immunitization Against Tuberculosis—By Karl 
Von Ruck, M.D., and Silvio Von Ruck, M.D. 439 pages. 
New York: Paul B. Hoebex, 1916. Cloth, $4.00. 


Bacteriology—General, Pathological and Intestinal. By 
Arthur Isaac Kendall, B.S., Ph.D., Dr. P.H., Professor of 
Bacteriology, Northwestern University Medical School, 
Chicago, Ill. 651 pages. ,Illustrated with 98 engravings 
and 9 plates. Philadelphia and New York: Lea and 
Febiger, 1916. 


Ophthalmoscopic Diagnosis—For General Practitioners and 
Students. By George W. Jean, A.B., M.D., Instructor in 
Ophthalmoscopy and External Diseases of the Eye, 
School of Ophthalmology, New York Eye and Ear In- 
firmary; Assistant Surgeon, New York Eye and Ear In- 
firmary; Instructor of Ophthalmology, University and 
Bellevue Hospital Medical College, etc. 123 pages. 68 
—— New York and London: E. B. Meyrowitz, 

c., 1915. 


Refraction of the Human Eye and Methods of Estimating 
the Refraction—Including a Section on the Fitting of 
Spectacles and Eye-Glasses, etc. By James Thorington, 

-M., M.D., Emeritus Professor of Diseases of the Eye, 
Philadelphia Polyclinic and College for Graduates in Med- 
icine; Member American Ophthalmological Society; Fel- 
low of the College of Physicians of Philadelphia, etc. 
407 pages. 344 illustrations; 27 in colors. Philadelphia: 
P. Blakiston’s Son & Co., 1916. Cloth, $2.50. 


A Text Book on Fractures and Dislocations—With special 
Reference to Their Pathology, Diagnosis, and Treatment. 
By Kellog Speed, S.B., M.D., F.A.C.S., Associate in Surg- 
ery, Northwestern University Medical School; Associate 
Surgeon, Mercy Hospital; Attending Surgeon, Cook 
County and Provident Hospitals, Chicago. 888 pages 
with 656 illustrations. Philadelphia and New York: Lea 
and Febiger, 1916. Cloth, $6.00. 


Cerebellar Abscess—Its Etiology, Pathology, Diagnosis, and 
Treatment, Including Anatomy and Physiology of the 
Cerebellum. By Isidore Friesner, M.D., Adjunct Profes- 
sor of Otology and Assistant Aural Surgeon, Manhattan 
Eye, Ear and Throat Hospital and Post Graduate Medical 
School, New York; and Alfred Braun, M.D., F. s 
Assistant Aural Surgeon, Manhattan Eye, Ear and Throat 
Hospital; Adjunct Professor of Laryngology, New York 
Polyclinic; Adjunct Otologist, Mt. Sinal Hospital. 186 
pages with 10 full page plates and 16 illustrations in the 

_ text. New York: Paul B. Hoeber, 1916. Cloth, $2.50. 


Progressive Medicine—A Quarterly Digest of Advances, 
Discoveries and Improvements in the Medical and Surg- 
ical Sciences. Edited by Hobart Amory Hare, M.D., Pro- 
fessor of Therapeutics, Materia Medica and Diagnosis, 
ae Medical College, Philadelphia; Assisted by 

eighton F. Appleman, M.D., Instructor in Therapeutics, 
Jefferson Medical College, Philadelphia. Vol. XIX, No. 1, 
March 1, 1916; Vol. XIX, No. 2, June 1, 1916; Vol. XIX, 
No. 3, Sept. 1, 1916. Philadelphia and New York: Lea 
and Febiger. Per annum, $6.00. 


Christianity and Sex Problems—By Hugh Northcote, M.A., 
Second Edition, Revised and Enlarged. 478 pages. Phila- 
delphia: F. A. Davis Co., 1916. - Cloth, $3.00. 


Cancer—Its Study and Prevention. By Howard Connie 
Taylor, M.D., Gynecologist to the ‘Roosevelt Hospital, 


New York; Professor of Clinical Gynecology, Columbia 
University; Member American Gynecological Society, etc. 
331 pages. Philadelphia and New York: Lea and Febiger, 
1915. Cloth, $2.50, 
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Venesection—A Brief Summary of the practical Value of 
Venesection in Disease. For Students and Practitioners 
of Medicine. By Walton Forest Dutton, M.D., Ex-Pres- 
ident Carnegie Academy of Medicine; Penn. Society for 
Prevention of Social Diseases; American Academy of 
Political and Social Science, etc. 220 pages, illustrated 
with several text engravings and three full-page plates, 
one in colors. Philadelphia: F. A. Davis Co., 1916. Cloth, 
$2.50. : 


Medical and Surgical Reports of The Episcopal Hospital of 
Philadelphia—Vol. III. 352 pages. Illustrated. Philadel- 
phia: Press of Wm. J. Dorman, 1915. 


Skin Cancer—By Henery H. Hazen, A.B., M.D., Professor 
of Dermatology, Georgetown University; Professor of 
Dermatology, Howard University; Sometime Assistant in 
Dermatology, Johns Hopking University; Member Amer- 
ican Dermatological Association. 251 pages, with 97 text 
illustrations, and 1 colored frontispiece. St. Louis: C. V. 
Mosby Co., 1916. 


A Text-Book of Practical Gynecology—For Practitioners 
and Students. By D. Tod Gilliam, M.D., Emeritus Pro- 
fessor of Gynecology, Ohio State University College of 
Medicine; and Sometime Professor of Gynecology, Star- 
ling Medical College; Gynecologist to St. Anthony and 
St. Francis Hospitals, etc.; and Earl M. Gilliam, M.D., 
Professor of Diseases of Women, Ohio State University, 
College of Medicine, Columbus, Ohio, etc. Fifth Revised 
Edition. 681 pages, with 352 engravings, a colored front- 
ispiece, and 13 full-page half-tone plates. Philadelphia: 
F. A. Davis Co., 1916 Cloth, $5.00. 


Autoplastic Bone Surgery—By Charles Davidson, M.D., 
Professor of Surgery and Clinical Surgery, University of 
Illinois, College of Medicine; Surgeon to Cook County 
Hospital and University Hospital; Fellow American Col- 
lege of Surgeons. 364 pages, with 174 illustrations. 
Philadelphia and New York: Lea and Febiger, 1916. 
Cloth, $3.50. 


The Practical Medicine Series—Vol. V, 1915 Series. Pediat- 
rics. Orthopedic Surgery. Edited by Isaac A. Abt, M.D., 
Professor of Pediatrics, Northwestern University Med- 
ical School; Attending Physician, Michael Reese Hos- 
pital; and John Ridlon, A.M., M.D., Professor of Ortho- 
pedic Surgery, Northwestern University Medical School. 
With the collaboration of Charles A. Parker, M.D: 225 
pages. Illustrated. Cloth, $1.65. Entire series of ten 
volumes, $10.00. 

Vol. VI, 1915 Series. General Medicine. Edited by Frank 


Billings, M.S., M.D., Head of Medical Department and 
Dean of Faculty of Rush Medical College, Chicago; and 
J. H. Salisbury, A.M., M.D., Professor of Medicine, IIli- 
nois Post-Graduate School. 359 pages. Illustrated. Cloth, 
$1.50. Entire series of ten volumes, $10.00. 

Vol. VII, 1915 Series. Obstetrics. Edited by Joseph B. De 
Lee, A.M., M.D., Professor of Obstetrics, Northwestern 
University Medical School. With the collaboration of 
Hebert M. Stowe, M.D. 230 pages. Illustrated. Cloth, 
$1.35. Entire series of ten volumes, $10.00. 

Vol. VIII, 1915 Series. Skin and Venereal Diseases. Mis 
cellaneous Topics. Edited by Oliver S. Ormsby, M.D., 
Professor and Head of the Department of Skin and Vene- 
real Diseases, Rush Medical College. With the collabora- 
tion of James Herbert Mitchell, M.D., Research Fellow 
in Pathology, Rush Medical College. Miscellaneous Topics 
edited by Harold N. Moyer, M.D. 240 pages. Illustrated. 
Cloth, $1.35. Entire series of ten volumes, $10.00. _ 

Vol. X, 1915 Series. Nervous and Mental Diseases. Edited 
by Hugh T. Patrick, M.D., Professor of Neurology, Chi- 
cago Polyclinic; Clinical Professor of Nervous Diseases, 
Northwestern University Medical School; Ex-President 
Chicago Neurological Society; and Peter Bassoe, M.D., 
Assistant Professor of Nervous and Mental Diseases, 
a Medical College. 240 pages. Illustrated. Cloth, 
1.35. 


‘Vol. I, 1916 Series. General Medicine. Edited by Frank 


Billings, M.S., M.D., Head of Medical Department and 
Dean of the Faculty of Rush Medical College, Chicago. 
384 pages. Illustrated. Cloth, $1.50. 

Vol. II, 1916 Series. General Surgery. Edited by John B. 
Murphy, A.M., M.D., LLD., F.R.C.S., England (Hon.) 
F.A.C.S., Professor of Surgery, Northwestern University; 
Attending Surgeon and Chief of Staff, Mercy Hospital 
and Columbus Hospital; Consulting Surgeon to Cook 
County Hospital and Alexian Brothers Hospital, Chicago. 
620 pages. Ilustrated. Cloth, $2,00. 

Vol. IV, 1916 Series. Gynecology. Edited by Emilius C. 
Dudley, A.M., M.D., Professor of Gynecology, North- 
western University Medical School; Gynecologist to St. 
Luke’s and Wesley Hospitals, Chicago; and Hebert M. 
Stowe, M.D., Assistant Professor of Obstetrics, North- 
western University Medical School; Attending Gynecolo- 
gist to Cook County Hospital. 232 pages, Illustrated. 
Cloth, $1.35. 

Vol. V, 1916 Series. Pediatrics. Orthopedic Surgery. Edit- 
ed by Isaac A. Abt., M.D., Professor of Pediatrics, North- 
western University Medical School; Attending Physician, 
Michael Reese Hospital; with the collaboration of 
Levinson, M.D.; and John Ridlon, A.M., M.D., Professor 
of Orthopedic Surgery, Northwestern University Medical 
School; with the collaboration of Charles A. Parker, M.D. 
Cloth, $1.35. Entire ten volumes, $10.00. 

Chicago: The Year Book Publishing Co. 


SOUTHERN MEDICAL NEWS 


ALABAMA. 


During the recent State Board examinations, 
held at Montgomery, forty-six applicants were 
given the right to practice medicine in the State. 

At Birmingham, the Jefferson County Medical 
Society has appointed a committee, with Dr. B. L. 
Wyman as Chairman, whose duty it shall be to 
educate the people as to the needs of an adequate 
system of public health as recommended by Dr. 
Carroll Fox, of the U. S. Public Health Service. 
The Commissioners of the City of Birmingham 
have agreed to appropriate $45,000 annually to its 
Health Department. 

At Gadsden, efforts are being made to create a 
joint county and city health department which 
shall employ the full time of three men and oper- 
ate at a yearly expense of $5,000. 

During a sanitary survey of Jefferson County, 
made by J. V. Donneley, Sanitary Engineer of the 
Alabama State Board of Health, it was found that 


some of the communities showed a very low rat- 
ing. Leeds’ score was 27 and Warrior’s was 33. 

At Birmingham, committees from the different 
womens’ clubs, numbering more than 200, have 
just completed a sanitary survey of the city. 

At Ashville, due to the efforts of County Health 
Officer Dr. D. E. Cason, appropriation has been 
made of sufficient moneys to carry on a complete 
sanitary survey of the city. 

Dr. J. B. Stagg, of Pratt City, has been reported 
critically ill at his home in that city from a stroke 
of paralysis. Deathe. 


Dr. Oliver M. Steadman died at his home in Au- 
burn on August 7. 


ARKANSAS 
Dr. T. B. Bradford, Field Secretary of the State 
Tuberculosis Association, has been engaged in or- 


(Continued on Page 24) 
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That old 
fetid ulcer 


that has thus far refused to heal, MAY heal up if you 
increase the coagulability of the patient’s blood; 
some do, you know. 


“Elixir Chloro-Calcium S & D”’ 


in 3-fldrm. doses, well diluted, t. i. d., preferably an hour after meals, 
has worked wonders in some cases. Tt soon killed the odor and the 
healing started from the edges. It may do as well in the case you are 
now treating. Your druggist buys it only in pts. and 5-pts. 

Interesting clinical reports are yours for the asking. 


SHARP & DOHME—satore, mo. 


Sole makers of ‘‘Etixir Chloro-Calcium’’ and many other 
Quality Products’ 


Mercurial (Grey) Oil, $1. 50 Wassermann Test - $5.00 


One of the New and Nonofficial remedies. The classical test is made. The various modi- 
valuable adjunct in the treatment of sranttin fications will be made upon request, without 
Put up in syringes, each syringe containing 10 additional charge. 

doses. Credit of 50c upon return of syringe. Sterile container with needle and complete in- 
Pamphlet sent upon request. structions sent upon request. 


AUTOGENOUS VACCINES - - - - - - $5.00 


in the treatment of: 


-Pyorrhea Throat Infections Otitis Media 
Asthma Chronic Bronchitis Skin Infections 
Sinus Infections Endocarditis Hay Fever 


Bladder and Urethral Infections 


The exciting organism is identified and isolated. Cultures are made both aerobically and anae- 
robically. The vaccine is furnished in a single half-ounce container or in ampules in graduated 
doses. Culture media, with sterile swab and directions for collection of specimens, sent upon re- 
quest, 


Examination of Pathological Tissue - - - - $5.00 


Slides of section sent upon request. 


NATIONAL PATHOLOGICAL LABORATORY 


CHICAGO, ILL. INCORPORATED NEW YORK CITY 
5 S. Wabash Ave. 18 E. 41st Street 


Patronize our advertisers—mention the Journal when you write them 
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(Continued from Page 950) 
ganization work in the northern counties. 

Dr. C. W. Garrison, State Health Officer, has 
been appointed on the Administration Committee 
by the National Committee on Malaria. The 
purpose of this committee is to bring about more 
organized effort in the fight against this disease. 


Deaths. 

Dr. Joseph Casdee was killed on August 1 when 
his automobile was struck by an Iron Mountain 
passenger train near Forrest City. He was a 
practicing physician of Cold. 

Edwin M. Orr, aged 46, of Hot Springs, died on 
August 10. 


DISTRICT OF COLUMBIA 
At Washington, health officers from all over 
the United States were assembled in conference 
on August 17 to ascertain the best means for 
the prevention and treatment of infantile pa- 
ralysis. 


GEORGIA 

At Atlanta, a very successful series of motion 
picture lectures has been completed by the Anti- 
Tuberculosis Association. 

At Brunswick, after October 1, all meats sold 
in the city must first undergo rigid inspection. 

A health and welfare organization has been 
formed in Floyd County and will employ a dis- 
trict nurse. 

At Atlanta, the Emory University Medical De- 
partment has received a donation of $50,000 for 
the erection of an out-patient clinic. The dona- 
tion was made by J. J. Gray, Jr., of Rockdale, 
Tenn., and the building to. be erected will be 
called the J. J. Gray Clinic. § 

At Atlanta, the abolishing of the old-fashioned 
communion cups has been taken under considera- 
tion by the City Board of Health. 

At Athens, the following officers were elected 
at the annual meeting of the Highth District Med- 
ical Association: Dr. S. S. Smith, Athens, Presi- 
dent; Dr. John Gerdine, Jorsey, Vice President; 
and Dr. E. M. Coleman, Athens, Secretary. The 
next meeting will be at Monroe. 

Work has been commenced on Macon’s new 
$80,000 City Hospital. 

The annual mid-summer meeting of the First 


District Medical Society was held in Savannah . 


on August 15. 
On January 1, 1917, the LaGrange Sanatorium 


will be turned over to the City for use as a city 
hospital. The purchase was made possible by the 
following donations: Mr. J. E. Dunson, by will, 
$10,000; City, $10,000; Dr. and Mrs. Henry R. 
Slack, $10,000. 

Dr. H. V. Humphries, of Albany, was married 
to Miss Pauline Gibson, of Tuskegee, Ala., on Au- 
gust 23. 

Dr. Allen Bunce, of Atlanta, was married to 
Miss Lena River, of Worcester, Mass., August 29. 


‘Deaths. 


Dr. Thomas P. Reville, age 59, died at his home 
in Folkstown on June 20. 


roads. 
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Dr. W. J. Rowe, for twenty-eight years a prac- 
titioner of Beauford, died on August 12. 

Dr. Edgar J. Spratling, of Atlanta, died on Au- 
gust 25 after being shot by a woman at the State 
mobilization camp at Macon. 


FLORIDA 

It is reported that there has not been a single 
death among the one thousand and five hundred 
children of the Children’s Home Society of Flor- 
ida in the past two years. 

The State Board of Health of Florida is seek- 
ing to educate the public by the means of a health 
train, which is permitted free travel over all the 


KENTUCKY 

At Bowling Green, Dr. D. L. Addington was run 
over by an automobile, but escaped serious in- 
jury. 

Dr. H. P. Sights, who has for the past seven 
years been Superintendent of the Western Ken- 
tucky Hospital for the Insane, was succeeded by 
Dr. Fred LaRue, of Smithson, on August 1. Dr. 
Sights is preparing to open a sanitorium at Daw- 
son. 

The. Fayette County Medical Society held its 
annual outing on July 11. 

At Pikeville College, in accordance with the 
request of the Pike County Medical Society, Sur- 
geon John McMullen, U. S. P. H. S., held a tra- 
choma clinic recently. 

In the last report of Miss Mararet Colvin, visit- 
ing nurse for Muhlenburg County, there were 500 
visits recorded and a total of 100 tuberculosis 
cases on hand. 

At Henderson, suit has been filed against Dr. 
W. W. Wilson for $5,000 damages by Otto Hoff- 
man. The plaintiff asserts that his business was 
injured by the statements of the doctor that ill- 
ness in several families was due to the milk. 

According to a recent report, though the deaths 
from smallpox and other preventable diseases 
have been reduced, tuberculosis is on the in- 
crease, there being 661 deaths during the two 
months embraced by same. 

At Manchester, it has been reported that Dr. 
J. L. Anderson was very ill, but improving. 

Dr. H. W. Fulkerson, of Louisa, has been re- 
ported very ill. 

Deaths. 4 

Dr. George F. Clark died at his home in Win- 
chester on August 20 at the age of 47. 

Dr. John B. Burch, of Mead County, died at 
the home of his sister in Louisville. 

Dr. H. W. Coombs died at his home in Cave City 
on August 2 at 70 years of age. 

Dr. G. W. Lindle died on July 30, after falling 
from a ladder. 

Dr. M. G. Dunn was shot and killed on August 
10 by Charles Wynn, a carriage worker. 


LOUISIANA 
Assistant Surgeon E. W. Scott has been as- 
signed to quarantine duty at New Orleans. 
(Continued on Page 26) 
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Hard Dry Feces 


are not only difficult to pass, but may give rise to (1) irritation and congestion of 
the rectum, which may influence fissures and hemorrhoids (2) by their physical 
pressure, they may affect prostatic and other genito-urinary conditions. These 
are in addition to (3) the effects of any autotoxemia that may arise. __ 


HARD DRY FECES are often caused by over-extraction of fluid by the colon, or 
by lack of intestinal mucus, or both, but they are overcome by INTEROL, which 
not only lubricates them, but, being itself non-absorbable, it stays with them, and 
keeps them soft and mouldable so that they pass easily through constrictions. 


With INTEROL well mixed in them, more HARD DRY FECES cannot form, 
but instead, SOFT PLASTIC FECES, so that the patient obtains evacuation 
without straining at stool, and life becomes worth living—so far, at least, as 

INTEROL’S combatting of obstipation-stasis-autotoxemia is concerned. 


INTEROL* is more than “‘ordinary mineral oil’: (1) it possesses tive lubricating 

so that it clings to the fecal mass—INTEROL has pro} 
2) no “lighter” hydrocarbons to disturb the kidneys (3) no sulphur compounds todisturb 
igestion (4) no odor or flavor, so that the patient can take it and derive its benefit. 


*INTEROL booklet on request. Pint bottles, at druggists. 


VAN HORN anp SAWTELL, 15 and 17 East 40th Street, New York City 


For thy—th 
Itches, sympathy— the parson 
For advice—the lawyer 

Irritations, chafings, etc.,are | Fo», pain—the doctor 


exasperating, but— 


K-Y Lubricating 
Jelly 


quickly cools, 
soothes, and re- 
lieves. ‘‘ Keeps 
the hands away, 
and doesn’t 
grease the linen.” 


and for the doctor’s use,— 
K-Y ANALGESIC 


which does not relieve every pain, but 
which is 
POWER FOR COMFORT” 


in a surprisingly great number of pain- 
ful conditions, principally headache, 
neuralgia, and ‘‘rheumatic pain.” 


Where the physician does not wish 
to use a narcotic or a hypodermic, 


K-Y ANALGESIC, locally applied, will 


Sig: Wash off 
previous applica- 
tion before applying more. 
Collapsible tubes, at druggists, 25c. 
Samples and literature on request 


VAN HORN ann SAWTELL 
15-17 East 40th Street, New York City 


often be found sufficiently effective,— 

“A POWER FOR COMFORT” 
Greaseless, water-soluble, convenient, 
economical. 


At dru. 's, collapsible tubes, 50c. 
Booklet and nple on request 


VAN HORN SAWTELL 
15-17 East 40th Street, New York City — 
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Two cases of yellow fever were found aboard 

a ship which arrived at New Orleans quarantine 
recently. No new cases have been reported. 
' At Shreveport, a new hospital will be built 
called the Highland Sanitarium with the follow- 
ing officers: Dr. T. P. Lloyd, President; Dr. H. 
J. Persons, Mansfield, Vice President; and Dr. J. 
A. Hendricks, Secretary-Treasurer. 

Dr. Oscar Dowling, President of the Louisiana 
Board of Health, has been appointed by Surgeon- 
General Blue as a member of the Subcommittee 
on Education and Publicity of the National Com- 
mittee on Malaria. 

Dr. B. McKoin, of Mer Rouge, shot and killed 
Dr. Thom, of Gallion, on August 25. The quarrel 
is said to have arisen over patients. 

Inspectors of the State Board of Health at 
Shreveport are making an anopheline survey of 
that city. 

The Louisiana State Board of Health is sending 
small cartons of tubes containing nitrate of silver 
solution to all the registered midwives of the 
State with instructions as to its use in prevention 
of ophthalmia neonatorum. 

Acting Assistant Surgeon G. McG. Stewart has 
been placed on duty at New Orleans in plague 
suppressive measures. 

Dr. Lucian H. Landry was married in- Columbia 
on September 13 to Miss Lowell Sedgwick. 

Deaths. 

Dr. R. H. von Ezdorf, who, as an officer of the 
United States Public Health Service, had been 
doing noteworthy work in malaria eradication in 
the South, died suddenly in Lewiston, N. C. He 
was at the time of his death in command of the 
Marine Hospital in New Orleans and had charge 
of the malaria work of the U. S. Public Health 
Service. 


MARYLAND 

A number of indictments were issued recently 
in Baltimore against doctors and midwives who 
have neglected to report births and deaths to the 
Department of Health. 

Dr. B. M. Cromwell is reported very ill follow- 
ing a stroke of paralysis at the Eckhart mines, 
near Cumberland, Md. 

Dr. William H. Welch recently went to Eng- 
land, where he will study methods which he 


hopes to incorporate in the Rockefeller School - 


of Public Health to be founded at Baltimore. 

Dr. Stewart V. Irvin, who has been inspecting 
prison camps in Germany, has returned to his 
home in Baltimore. 

Dr. James J. Mills sailed recently for Biarritz, 
in France, where he will assist the local surgeons 
in the treatment of eye injuries. 

Dr. Clement B. Clark has been elected to con- 
tinue his work as Superintendent of the Spring- 
field State Hospital for the Insane at Sykesville. 

At Baltimore, by order of Health Commissioner 
Blake, of the Municipal Health Department, the 
opening of all public and private schools of the 
city will be delayed till September 25. 

By order of the State Board of Health, after 
September 1 it is unlawful for the soft drink 
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dispensors to use any glass for the second time. 

All public playgrounds have been closed in Bal- 
timore to prevent the spread of infantile paral- 
ysis. 

By order of the Superintendent, no tickets are 
to be sold to persons in Washington, D. C., over 
lines passing through Baltimore on the Pennsyl- 
vania road. . 

Deaths. 

Dr. William T. Cathell, aged 51, a throat spe- 
cialist, died August 29. 

Commander Edward Kershner, Hagerstown, 
Md., age 71, Medical Inspector U. S. Navy (re- 
tired), died suddenly of cerebral hemorrhage on 
August 20. 

Dr. T. Hal Emery, age 43, of Monkton, Md., 
died of tuberculosis on August 15 at Saranac 
Lake, N. Y. 


MISSISSIPPI 

City Health Officer, Dr. J. T. Houston, of Me- 
ridian, is determined that the dairymen shall pre- 
serve a strict observance of the sanitary regula- 
tions of the City. 

One of the sectional conferences to be held in 
different parts of the country under the auspices 
of the National Association for the Study and 
Prevention of Tuberculosis will convene at Jack- 
son on October 30 and 31. 

At Columbus, a strict sanitary campaign of the 
City has been started. ' 

Dr. Joe Goldburger, of the United States Public 
Health Service, has recently been conducting pel- 
lagra investigations in Mississippi. 

According to a recent collection of statistics, 
compiled by Dr. R. W. Hall, of the State Board 
of Health, there has been a gradual increase in 
the death rate in the State. 

At Jackson, it was reported to the Hinds-Rankin 
Medical Society by a committee appointed to in- 
terview the commissioners on the subject, that 
the City Health Officer’s salary will be increased 
from $50 to $100 next year. 

The Northeast Mississippi Medical Association 
met at Boonville on September 12. 

At Meridian, the resignation of Dr. G. F. Doug- 
lass, physician of the East Mississippi Insane Hos- 
pital, will take effect September 1. 

Dr. J. D. Gillolylan has been reported to be 
seriously ill in Jackson. 

Deaths. 

Dr. J. A. Perry, of Shuqualak, died on August 
17 from a stroke of apoplexy which occurred 
while he was in St. Louis for treatment. 

Dr. M. J. Alexander died from self-inflicted 
wounds at his home in Tunica on August 20. He 
was 59 years of age and at one time President 
of the State Board of Health. 


MISSOURI 
On August 20 Surgeon M. J. White, U. S. P. H. 
S., was in Liberty and other places in Clay County 
to supervise the studies in rural sanitation. Quite 
an extensive health campaign has been in prog- 
ress in this county. 
(Continued on Page 28) 
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An 
Energy Producing 
Food 


It is of vital importance in severe 
cases of marasmus and other mal- 
nutrition disorders in infants, that 
the food given be easily and .com- 
pletely assimilated, supplying at 
the same time sufficient Energy 
and Body Heat. 


CONDENSED 
THE ORIGINAL 


by clinical trial in these usually 
discouraging conditions will prove 
its value—producing prompt gain 
—thereby carrying your little pa- 
tient over the critical period. 


Samples, Analysis, Feed 


ing Charts in any language 


SZ and our 52-page book, 

PA ‘‘Baby’s Welfare,’’ masl- 

"| ed upon request. 
Borden’s 

Condensed Milk 
Company 

‘Leaders of Quality’’ 

Est. 1857 


New York 


When You 
Advise Bran 


You want the bran in flake form, 
because it is doubly efficient. 

You want it hidden in a dainty, 
so folks will enjoy and continue it. 

We have made Pettijohn’s to 
meet these requirements—made it 
under doctors’ directions. It is a 
luscious food, famous for 20 years. 
And now it hides in the soft wheat 
flakes 25 per cent of bran. 

Can you imagine a bran food 
that’s better? If so, how would 


you make it? 


Rolled Wheat with Bran Flakes 


> 


This is soft, flavory wheat rolled into 
luscious flakes, hiding 25 per cent of 
unground bran. Can be cooked in 20 
minutes. 15c per package. 

Pettijohn’s Flour is another bran 
product. It is 75 per cent fine patent 
flour mixed with bran flakes — 25 per 
cent. To be used like Graham flour 
in any recipe. 25c per large package 


The Quaker Oats @mpany 


Chicago (1414) 
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(Continued from Page 26) 

Warrants are being issued against St. Joseph 
citizens who persist in maintaining outhouse 
vaults without the proper sewer connection. 

At Kansas City, eight cases of diphtheria have 
been discovered recently among the forty inmates 
of the Thomas F. Spofford Home for Children. 

At St. Joseph, medical inspection for the public 
schools is being urged for Buchanan County by 
Dr. George P. Young, U.S. P. H. S., who has been 
doing sanitary work in that vicinity. 

At St. Louis, plans are being made to reopen 
the College of Physicians and Surgeons, which 
was merged about one year ago with the National 
University of Arts and Sciences. 

Dr. B. K. Stumburg, of St. Charles, has been 
ordered to Honolula, Hawaiian Islands, for duty 
in the Medical Corps of the United States Army. 

Dr. Harry J. Cummings is seriously ill with a 
cancer of the stomach in Atlantic City. 

At St. Louis, recently, City Bacteriologist, Dr. 
F. A. Baldwin, reported a large amount of colon 
bacillus infection in the drinking water. 

Deaths. 

Dr. H. D. Baker, 65 years old, died at his home 
in Springfield on August 15. 

Dr. John S. Wallace died while making a pro- 
fessional call on August 17. He was 67 years old 
and a citizen of Brunswick. 


NORTH CAROLINA 

The State Board of Health began its inspection 
of the hotels of the State on August 7. 

In Wilson County, a study of intensive health 
work is being conducted under the joint direc- 
tion of the International Health Commission and 
the North Carolina State Board of Health. Dr. 
E. B. Washburn, who has recently been on duty 
for the Commission in Trinidad, British West In- 
dies, will be in charge of the work. 

The anti-tuberculosis campaign being conducted 
in Franklin County by County Health Officer, Dr. 
James E. Malone, has just been brought to a 
close after three months’ valuable service. 

The State Board of Health pointed out, in a re- 
cent report, that while the people of the State 
were so exercised over the appearance of infantile 
paralysis, tuberculosis was really causing a great 
deal more suffering and death. 

Deaths 

Dr. Joseph P. Ewing, of Manchester, died in 
Fayetteville on July 21. He was formerly a resi- 
dent of Dillon. 


OKLAHOMA 

At Chickasha, a sanitary survey was held re- 
cently and it is urged by State Superintendent R. 
H. .Wilson that a similar survey of all cities 
where state schools are located be conducted. 
The Superintendent hopes to prevent a repetition 
of the epidemics which have molested the state 
schools every year of late. 

At a recent meeting of the State Board of Med- 
ical Examiners in Oklahoma City, Dr. W. LeRoy 
Bonnell, of Chickasha, was elected President. 

At Oklahoma City, a new $80,000 building is 


being added to the St. Anthony Hospital. 

At Ardmore, gifts totaling $53,000 have been 
donated to the Hardy Hospital by Robert Watch- 
orn, formerly Commissioner of Immigration, Ellis 
Island. 

Dr. John I. Gaston, of Madill, was married to 
Miss Eula Mullins, Oklahoma City, August 14. 

Dr. Paul Crawford was married to Miss Helen 
McKee on September 7. Both are from Oklahoma 
City. 

Deaths 

Dr. E. E. Flagg, 42 years old, of Mooreland, was 
instantly killed on August 17 when his automo- 
bile overturned some thirty-five miles north of 
that City. 


SOUTH CAROLINA 

At Greenville, during the recent sanitary sur- 
vey of the county, it was found that the health 
conditions are very much improved. Especial at- 
tention is being given at present to the sanitation 
of the rural schols. 

At Charleston, by the will of the late Mrs. Rosa 
Thompson, the medical society has at its disposal 
the bequest of $70,000 for improving or building 
an addition to the Riverside Infirmary. Ten 
thousand dollars left by the same donor to the St. 
Margaret’s Home will be used for erecting a new 
home for incurables at Parkview. 

At Greer, as a result of the sanitary survey re- 
cently conducted in that vicinity, an ordinance 
has been passed requiring that all owners of 
property shall, where possible, make sewerage 
connection within the next thirty days and fur. 
ther provides that where this is impossible a 
sanitary toilet shall be installed. 


TENNESSEE 

At Tazwell, the new Trachoma Hospital was 
dedicated and opened on August 18 with Dr. J. L. 
Goodwin, government expert, in charge. 

At Knoxville, a resolution has been adopted 
whereby there is to be a strict enforcement of 
the edict that no child shall be admitted to the 
City schools unless satisfactory evidence can be 
shown of a successful vaccination. 

Dr. B. G. Henning, of Memphis, is reported 
very ill in his home in that City. 

Dr. R. Lin Cave has been very ill recently, but 


has been reported better. - 
Deaths 
Dr. O. W. Beasley died at his home in Knoxville 
August 9. 


Dr. Z. W. Neil died at his home in Verena on 
August 4 at 64 years of age. 

Dr. Robert S. Porter died at his home in Hen- 
ning on August 7 at the age of 78 years. 

Dr. John B. Murrey, aged 67, died at his home 
in Nashville on August 16. 

Dr. Charles R. Sharp died on August 4 in Nash- 
ville. 


TEXAS 


At El Paso, reports have been received that 
many are dying of typhus fever and smallpox in 


(Continued on page 30) 
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tHe STORM BINDER anv 
ABDOMINAL SUPPORTER 


(PATENTED) 


Inguina! Hernia Modification 
No Leather, No Whalebones, No Rubber Elastics 
Washable as Underwear 
Adapted to use of Men, Women, Children and Babies 
For Hernia, Relaxed Sacroiliac Articulations, Float- 
ing Kidney, Low and High Operations, Ptosis 
Pregnancy, Pertussis, Obesity Etc. 
Send for new folder and testimonials of physicians. General 


mail orders filled at Philadelphia only--within 
twenty-four hours 


Katherine L. Storm, ,Diemond Street 


Hay Fever 


LOGICALLY TREATED 


WITH 


SHERMAN’S 
BACTERINS 


Pollen irritation favors the development 
of pyogenic bacteria in the respiratory tract 
which then become a primary factor of the 
disease. Experience shows that the immun- 
izing influence of an appropriate bacterin 
will either cure the disease or so modify it 
that it causes but little distress. 


WRITE FOR LITERATURE 


G. H. SHERMAN, M.D. 
DETROIT, MICHIGAN 


Actually 
Shot from Guns 


Puffed Wheat and Puffed Rice 
are actually shot from guns. This 
is done to explode every food cell. 
The result is easy, complete diges- 
tion. Every atom of the whole 
grain feeds. 

This is the process, invented by 
Prof. A. P. Anderson, formerly of 
Columbia University. 

The grains are sealed in guns. 
The guns are revolved for sixty 
minutes in a heat of 550 degrees. 

This changes to steam the trifle 
of moisture which lies within each 
food cell. And a grain of wheat 
contains 125,000,000 of them. 

When the guns are shot that 
steam explodes. Every food cell 
is thus blasted to pieces. The 
grains are puffed to bubbles, eight 
times normal size. 

These are delicious whole-grain 
food, airy, flaky, toasted, crisp. 
But we talk them to you because 
they mean whole grains made 
wholly digestible. And that was 
never done before. 


The Quaker Oats @mpany 


Chicago (1415) 


Puffed Wheat, 12c 
Puffed Rice,  15c 


Corn Puffs, 15c 


Except in Extreme West 
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(Continued from Page 28) 
Zacatecas and other Mexican towns south of that 
City. It is feared that the plague will be spread 
by the fleeing refugees. 
- At Dallas, the physicians of the City enter- 
tained, August 26, in honor of Dr. Ernest V. 
Smith, of Rochester, Minn. 

At Dallas, a typhoid epidemic appeared recently 
in the Buckner Orphans’ Home. 

At Dallas, plans are being made by the Baptist 
General Convention for enlarging the Baylor Uni- 
versity College of Medicine. 

Dr. J. R. Nichois recently suffered what might 
have proven a fatal accident, when, while taking 
a bath, the instantaneous heater blew up and he 
was rendered unconscious by the gas. After 
some hours the doctor was revived and has recov- 
ered from the accident. 

Deaths 

Dr. H. L. McLaurin, for thirty years a practic- 
ing physician of Dallas, died at his home on Au- 
gust 11 at 53 years of age. 

Dr. H. D. Barnitz, 63 years old, died at his home 
in San Antonio on August 6. 

Dr. C. W. Bowman, aged 70, died at his home 
near Cadde Mills on August 15. 

Dr. A. J. Stewart, of Longview, died in San An- 
gelo on August 25 at the age of 49 years. 

Dr. Baxter Smith, of Bay City, formerly an Ala- 
bamian, died August 25 at the age of 70. 


VIRGINIA 

At the third annual convention of the Associa- 
tion of Surgeons of the Chesapeake and Ohio 
Railway, held at Old Point Comfort on August 18 
and 19, the following officers were elected: Dr. 
C. R: Enslew, Huntington, W. Va., President; 
Drs. John C. Wyser, Clifton Forge, and A. B. El- 
liot, Capertown, Vice Presidents; C. A. Fish, 
Frankfort, Ky.; Secretary-Treasurer, Dr. L. G. 
Bentley, Richmond. 

At Richmond, Dr. B. E. Summers has been suc- 
ceeded by Dr. Henry S. Stern as Medical Inspec- 
tor of the City Health Department. 

Due to a refusal of the authorities of the Med- 
ical College of Virginia to set aside special rooms 
in the Virginia Hospital for the use of the Police, 
Fire and Street Cleaning Departments and Ele- 
mentary Teachers’ Association, the City Council 
is endeavoring to rescind the contract placing 


the college authorities in complete charge of the 
institution. 

By a recent order of the State Board of Health, 
no schools will be allowed to open unless equipped 
with two sanitary toilets and either a sanitary 
drinking fountain or individual drinking cups. 

By authority of State Health Commissioner En- 
nion G. Williams, children from states infected 
with infantile paralysis may pass through the 
State and stop for connections. 

At Richmond, the fact that thirty warrants for 
violation of the county health laws have been re- 
cently sworn out indicates that County Health 
Officer, Dr. William Hafner, is forcing a strict 
compliance with the regulations. 

At The Plains, Past Assistant Surgeon J. P. 
Leake has been investigating sporadic cases of in- 
fantile paralysis. The investigation extends over 
several other places in the vicinity of the District 
of Columbia. : 
Deaths 

Dr. Cary N. Dunlap died at his home in Middle- 
brook on August 2 at the age of 46 years. 

Dr. Samuel W. Hammond died in Norfolk in a 
local hospital on July 24 as the result of injuries 
received in a motor accident. 

Dr. Ortho C. Wright died in Jarrett on July 8 
as a result of injuries received when his automo- 
bile was struck by an Atlantic Coast Line freight. 

Dr. Marvin D. Parham died on August 16 in 
Petersburg at a local hospital. He was a practi- 
tioner of Church Road. 


WEST VIRGINIA 


In less than ten days’ time, over 5,000 people 
in the State received the prophylactic vaccination 
against typhoid fever. 

The State Health Commission has undertaken 
an extensive health campaign in the State. As 
a preliminary step, large posters have been placed 
over the State warning the people against tuber- 
culosis and suggesting measures for avoiding in- 
fection. 

By an appropriation of the Ohio County Com- 
missioners, it has been made possible for the 
Anti-Tuberculosis League to reopen the View 
Point Tuberculosis Sanitorium. 


Deaths 


Dr. E. Forest Harbert died of tuberculosis at 
his home in Shinnston on August 17. 


PLACEBOES 


Counting Chickens Before They Were Hatched 

“Will you please give me a dime?” 

“Have you no parents?” 

“No, sir. I’m an orphan.” 

“Have you no brothers nor sisters?” 
; “Yes, sir. I have a brother in the Medical Col- 
lege.” 

“Then, if you have a brother in the Medical Col- 
lege, why on earth are you begging?” 

“Oh, he’s in a jar of alcohol. You see he was 
born with two heads.” 4 


Liar 
“You know’ those forceps I bought here the 
other day? You said they’d last me two years.” 
“Well?” 
“I’ve lost them.”—Ex. 


Needed Horse Sense 
‘Doc, I need your advice. Jones called me a 
donkey. What would you do?” 
‘Don’t ask me, old man. I’m not a vet.” 


(Continued on Page 32) 
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Look for the RED HEART on the bottle label—no RED HEART, It’s not Stafford. 


STAFFORD WATER 


The BO-GA-HA-MA (Water of Life) of the Indians 
DIURETIC 
DILUENT 
APERIENT 
HEMATIC 


Dr. Henry Froehling, of Froehling & Robertson, Chemists, Richmond, Va., on 

October 30, 1914, collected in person water from Stafford Springs from which to 

make an exhaustive test. A complete report has just been made on the water—a 

report that justifies all the claims made of Stafford Water by its many friends. 
Dr. Froehling in his report comments as follows: 


“It has been shown that Radio Emmanations are very effective in Gout, Rheumatism, 
Sclerosis of the Arteries, and that the use of Radio Active water either by drinking or 
bathing, have a strong tendency to increase the activity of the kidneys and bladder. 
This has perhaps been no uncertain factor in producing the many cures of Nephritis 
and other kidney troubles credited to the Stafford Mineral Water. 

Stafford shipped In any quantity—handled by all druggists. 
We have excellent hotel accommodations at reasonable rates. 


STAFFORD MINERAL SPRINGS AND HOTEL CO., LTD. 


Operated by COLBURN, MORGAN COMPANY, 
VOSSBURG, MISS. 


Look for the RED HEART for genuine Stafford Water. Write for booklet and analysis 


LOCAL ANAESTHETIC 
Fries Bros, 


KELENE 


Write for literature on FORMALDEHYDE- 
KELENE for use in hay fever, catarrh, etc. 


Automatic Cap 


Automatic Cut-off No Effort No Loss of Time 


Requires no Steam Valve for discharge. Simply press URE 
the Lever and the Automatic Sprayer will do the Poxtasre 
rest. _ Glass Tubes alone insure Absolute Purity. RACTICAL 


Write to Manufacturers for Full Particulars, Clinical Reports, Etc. 


Sole Distributors for the United States 


MERCK & CO. New york-ranway-ST, LOUIS 
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(Continued from page 30) 
The Doctor 


Ah, who would choose to be a Doctor— 

A Microbe-stalking Pill-concocter! 

At 3 A. M. they ring his Bell 

Because some Fellow’s dined too well. 

He has to leave a Joyous Frolic 

Because a Baby gets a Colic; 

And while subduing Mortal Ills 

With Jalap, Ipecac and Squills, 

He has to hear the Conversations 

Of Patients, matching Operations; 

And then, to crown his Pain and Strife, 

They vilify him here in “Life.” 
—Arthur Guiterman, in Life. 


DOCTOR LEEDS’ LABORATORY 


CHICKASHA, OKLAHOMA 
Clinical Examinations of All Kinds 


Sero-diagnosis of Syphilis (Wassermann) Autogenous 
Vaccines—Bacteriological Diagnosis 
Correspondence Solicited 


A. B. LEEDS, M.D., Director 


High Power 
Electric Centrifuges 
x Send for Cat. Cn. 


INTERNATIONAL INSTRUMENT CO. 


CLASSIFIED ADVERTISEMENTS 


On account of poor health will sell residence 
and office equipment to good doctor and intro- 
duce him. Liberal terms, or will exchange for 
small drug store in a good Florida city or town. 
Address, Box 264, Wauchula, Fla. 


Good location available for man qualified to do 
some eye, ear, nose and throat, and surgery along 
with general practice. Established practice of 14 
years. Office equipment and small hospital. Ala- 
bama town of 1500. Address PIH, care Journal. 


The King’s Daughters Hospital Training School 
for Nurses offers a three years course of instruc. 
tion to healthy young women of education and 
refinement. Age 19 to 33. For information ad- 
dress: Superintendent, King’s Daughters Hos- 
pital, Greenville, Miss. 


Medical Books—Mostly on History of Medicine 
and old Authors, also have odd copies and com- 
plete sets of Medical Magazines. B. Login & 
Son, 152 East 23rd St., New York, N. Y. 


GENERAL HOTEL HEADQUARTERS 
SOUTHERN MEDICAL ASSOCIATION 


Piedmont Hotel 


ATLANTA, GEORGIA 


Atlanta’s largest fire-proof hotel, 
centarlly located and near all the 
Association Meetings. 


RATES: 
Single without bath, $1.50 to $2.00 
” with bath, $2.00 to $400 
Double without bath, $2.50 to $3 00 
with bath, $3.50 to $600 


ADVANCE RESERVATIONS REQUESTED 
AND CAREFULLY PROTECTED 


THE GEORGIAN TERRACE HOTEL 


ABSOLUTELY FIREPROOF 
The South’s Most Beautiful and Modern Hotel 
ATLANTA, GA. 
Headquarters for Section on Surgery. 
Ideal location for doctors attending Southern Med- 
ical Association. A home atmosphere with home 
service, away from noise and dirt, yet just 10 min- 
utes from Shops, Theatres and Stations. 
A Golfing center—from 10 to 20 minutes from At- 
lanta’s four splendid links. 

GOLFING ARRANGEMENTS FOR GUESTS 
New management with advanced ideas of 
Service, Efficiency and Courtesy. 

JESSE N. COUCH, Mgr. 

TWO DOLLARS UP. 


Atlanta Clinical 


10th Floor Candler Building Atlanta, Ga. 
Because of increasing progressiveness of the Southern Profession, 
and their demand for Wassermann Test in 


@ progress of treatment ef syphilis, 
a able to do Wassermann’s for $5.00 where $10.00 formerly 


seemed a low price. 
Wassermann's -$ 5 00 
Tissue examinations 5 00 
Urines $3 00 
All smears 2 00 
Gonnococal fixation test --..-..-....--.-.. 5 00 
Autogenous Vaccines 0 


10 00 
Vaccines made of the exciting pathological organism, 
25 ampules of graduated doses sent. Precipitin test for 
human blood in blood stains. Reports wired when 
money accompanies specimen, if requested. 


OR. C. W. GOULD, Manager DR. R. C. CURTIS, Assistant 
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Your 
Convalescent 
Patient 


will find the most ideal conditions for their 
rapid recovery at Grove Park Inn, in the 
mountains of North Carolina, 2,400 feet 
altitude. The cleanest and most sani- 
tary hotel in the world. Every dish boil- 
ed first in soap suds, then in boiling run- 
ning water, and sterilized with heat when 
dry. Even the silverware is boiled and 
sterilized. Normal foods, scientifically 
prepared, making the food as digestible 
as dietetic foods usually are. Tubercular 
persons not received under any circum- 
stances. : 

The Inn is one and a half miles from 
the centre of Asheville, a city of 32,000. 
Eminent physicians and surgeons within 
call. Hygrotherapeutic treatment and 
massage. Milk and cream from Biltmore 
dairies; water from Mount Mitchell. 
Summer climate most agreeable and ex- 
hilarating. Altitude makes it cool. Blank- 
ets at night. Mosquitos unknown. For 
photographs and full information, call at 
the office of the Southern Railway. 


50% Better 


Prevention Defense 
Indemnity 


1. All claims or suits for alleged civil malprac- 
bere error or mistake, for which our contract 

older, 

2. Or his estate is sued, whether the act or 

omission was his own, 

3. Or that of any other person (not necessarily 
an assistant or agent), 

4. All such claims arising in suits involving the 
collection of professional fees, 

5. All claims arising in autopsies, inquests and 
in the prescribing and handling of drugs and 
medicines. 

6. Defense through the court of last resort and 
until all legal remedies are exhausted 

7. Without limit as to amount expended. 

8. You have a voice in the selection of local 
counsel, 

9. If we lose, we pay to amount specified, in ad- 
dition to the unlimited defense. 

10. The only contract containing all the above 
features and which is protection per se. 


A sample upon request. 


The MEDICAL PROTECTIVE CO. 


of FT. WAYNE, IND. 
Professional Protection Exclusively 


GROVE PARK INN 


Sunset Mountain 
ASHEVILLE, NORTH CAROLINA. 


THE MOUNTAIN PARK HOTEL 


HOT MINERAL SPRINGS BATHS 
At Hot Springs, WN. 


“In accessibility of locstion; in absolute freedom 
from dampness and fogs; in the perfect purity of 
its health-giving atmosphere, and the beauty and 
grandeur of its surroundings, the North Carolina 
Hot Springs stand pre-eminent among health and 
pleasure resorts of America.” 

Golf—Tennis—Open Swimming Pool—Mountain 
Trails—Horseback Riding. 

The waters of these springs have been found to 
be highly beneficial in the cure of rheumatism, gout, 
rheumatic gout, kidney trouble, and all kindred 
ailments. Testimonials on application. 

UNDER ENTIRE NBW MANAGEMENT. 

For information and reservations write or wire 


FRED J. FULLER, Manager 
Mountain Park Hotel, Hot Springs, N. C. 
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WE HAVE A LIMITED SUPPLY 


SALVARSAN and NEOSALVARSAN 


ALL SIZES 


We are offering these to the physicians 


If you wish to secure some of these articles write at once to 


DRUG CORPORATION, Inc. 


MOBILE - =- - + + ALABAMA | 


HOTEL CUMBERLAND 


S. W. CORNER BROADWAY AT 54TH STREET, NEW YORK . 


Near 50th Street Subway and 53d Street Elevated, and accessible to all surface lines 


Official Hotel American Automobile Association 

To physicians and their families the Hotel Cum- 
berland offers superior accommodations and serv- 
ice at reasonable rates. 

The location is exceptionally convenient and ac- 
cessible, affording quick access to the leading hos- 
pitals, medical schools and clinics, as well as to the 
principal theatres, stores, depots and parks. 

Rooms with adjoining Bath—$1.50 and up. 

Rooms with Private Bath—$2.00 and up. 

A hygienic hotel—no dust-trap carpets, but ori- 
ental rugs in all rooms and corridors. Only New 
York Hotel with window screens throughout. 


SEND FOR ILLUSTRATED BOOKLET 


HOTEL CUMBERLAND 


Under management of HARRY P. STIMSON 
NEW YORK 
NEAREST LARGE HOTEL TO NEW YORK POLYCLINIC 
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in  Soation Change Chanical 


For’ protection against such instability we offer 
‘Toblets M Co, 


Calcium Glycerophosphate 2 gr. 
“Tron Glycerophosphate 1-8 gr. 


MOORE COMPANY 


INDIANAPOLIS” 


MELLIN’S F OOD 


every ‘of Mellin’s Food there is in view - 
‘the ultimate object of making a product of definite composition 
to Accomplish a Definite Purpose. 
purpose is to furnish certain food elements which, wis added to cow's . 
ita food for an infant. ‘The food elements in Mellin’s Food — 
GAV drates (maltose and dextrins), proteins and salts—when dissolved in water we 
to cow’s milk so change the of nutrition cow’s milk that. the resulti 
fat, proteins, carbohydrates and. salts in the proportion 
‘for the Development of Infantile Life. 
Mellin’s Food, therefore, depends not upon any one of ie | 


ae of which it is made up, but ‘he the. definite composition of “ Mellin’s 
Food whole” asa means to enable phe to to meet 


ale the requirements of infant feeding 
‘ina, Scientific, Rational and Efficient 


FOOD COMPANY, "BOSTON, ‘MASS. 
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Golden Jubilee.. 


At such a time it is fitting that we 
recognize in a public manner one of the 
fundamental causes of our success. This) — 
_ is found in the confidence bestowed upon 
for fifty- years by those whom we. 
sought to’ serve. Without their supportwe 
could have done nothing. Lacking their 


UR house will celebrate its fiftieth 
birthday on the Twenty-sixth of 
October. . This’ is therefore the 


-c0-operation | we should long since havens 


ceased to exist. 


found and heartfelt. We acknowledge 
‘our indebtedness with gratitude, . and 


during the second half. century of our. 


existence we 'shall strive in every way to. 
be worthy of the trust reposed in us by Bi 


Davis & Co, 


L 1916, 


ord of Appreciation . 
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